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V‘  ision,  hearing,  touch,  taste  and 
smell.  Our  senses  not  only  make  life 
richer,  but  our  very  survival  depends  on 
our  ability  to  respond  to  the  information 
we  get  through  them.  According  to  the 
Guinness  Book  of  World  Records,  the  long¬ 
est  anyone  has  been  able  to  withstand 
total  deprivation  of  the  senses  is  92  hours. 

Although  considered  separate  entities— 
and  often  taken  for  granted— taste,  smell, 
touch,  vision  and  hearing  work  in  concert, 
making  up  a  vast,  complex  information 
system.  Physicians  and  scientists  at  Rush 
are  helping  to  unlock  the  body’s  network 
of  sensory  organs  and  receptors  and  find¬ 
ing  new  ways  to  treat  people  whose  senses 
have  failed  them. 

by  Barbara  Hatfinann,  Marie 
Mahoney,  Carolyn  Reed,  SueJeantheau 
and  Krys  Kazieczko-Kuszak 
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Vision 


There’s  one  lesson  from  elemen¬ 
tary  school  that  few  of  us  are 
likely  to  forget:  Never,  ever  look 
directly  at  the  sun  during  an  eclipse. 
Exposure  to  concentrated  infrared 
rays,  even  for  seconds,  can  cause  irre¬ 
versible  damage  to  the  eye— possibly 
blindness. 

It’s  ironic,  then,  that  some  of  the  great¬ 
est  advances  in  eye  care  in  recent  years 
have  been  made  possible  by  the  laser, 
a  tool  that  harnesses  infrared  light,  as 
well  as  the  potentially  damaging  ultra¬ 
violet  portion  of  the  spectrum. 

“Lasers  have  brought  us  into  a  Star 
Wars  revolution  in  the  operating  room,” 
says  William  E.  Deutsch,  M.D.,  chairman 
and  professor  of  ophthalmology  at  Rush. 

Lasers  generate  extremely  bright 
light  and  intense  heat-up  to  a  billion 
times  hotter  than  the  surface  of  the 
sun.  But  lasers  heal,  rather  than  harm, 
because  their  destructive  powers  can 
be  precisely  controlled  and  targeted. 

Used  as  a  scalpel,  a  laser  can  cut  as 
finely  as  the  width  of  a  single  cell.  And 
because  different  parts  of  the  eye 
absorb  different  colors  of  light,  a  laser 
can  be  tuned  exactly  to  affect  the  tar¬ 
geted  area  without  damaging  sur¬ 
rounding  tissue. 

Lasers  are  powerful  weapons  against 
once  untreatable  diseases  of  the  ret¬ 
ina,  the  thin  membrane  lining  the  inner 
eye.  They  can  destroy  diseased  tissue, 
seal  leaky  blood  vessels  and  repair  inju¬ 
ries  caused  by  blows  to  the  head. 

Lasers  restore  sight  in  people  who 
suffer  a  common  complication  of  cata¬ 
ract  surgery.  Months,  or  even  years, 
after  a  cataract— or  clouded  lens— has 
been  replaced  with  an  artificial  one. 


about  50  percent  of  patients  develop 
cloudiness  in  the  membrane  behind 
the  new  lens. 

The  laser  blasts  through  this  “sec¬ 
ondary  cataract”  in  minutes,  return¬ 
ing  sight  to  the  level  achieved  after 
initial  cataract  removal. 

Lasers  have  been  enlisted  in  the 
fight  against  glaucoma,  a  disease 
marked  by  the  buildup  of  fluid 
pressure  in  the  eye.  If  unchecked, 
glaucoma  causes  blindness 
by  destroying  the  optic  nerve, 
the  channel  for  messages 
from  eye  to  brain. 

Lasers  can  be  used  to  delay 
or  prevent  the  need  for 
conventional  surgery  for 
some  glaucoma  patients. 

They  work  by  creating 
holes  to  drain  fluid  or, 
in  the  most  severe 
cases,  by  destroying 
the  very  cells  that 
produce  fluid  in  the 
first  place. 

Rush  is  the  only 
academic  medical  center 
in  Chicago  to  have  access  to  a  laser 
that  may  one  day  be  the  preferred  tool 
for  permanently  correcting  focusing 
errors  in  nearsighted  people. 

Cornea  specialist  Jeffrey  Robin,  M.D., 
associate  professor  of  ophthalmology 
at  Rush,  is  conducting  clinical  trials  of 
the  new  excimer  laser. 

Correcting  Eyesight 

Nearsightedness  is  estimated  to  affect 
one  in  four  Americans.  In  normal 
vision.  Light  rays  are  bent  by  the  cor¬ 
nea  and  lens  and  focused  directly  on 
the  retina.  In  nearsightedness,  distant 
objects  are  difficult  to  see  because  eyes 
are  too  long  or  corneas  too  steep,  caus¬ 
ing  light  to  hit  a  focal  point  in  front  of 
the  retina. 

The  problem  is  usually  corrected  with 
glasses  or  contact  lenses,  which  move 
the  focal  point  back  to  the  retina  by 
correcting  the  way  light  is  bent.  More 
recently,  it  has  become  possible  to  do 
this  with  a  surgical  technique  called 
radial  keratotomy. 

With  this  method,  the  cornea  is  flat¬ 
tened  with  several  thin,  radial  incisions 


using  a  fine  scalpel. 

The  excimer  laser  achieves  similar 
results  by  shining  circular  beams  of 
ultraviolet  light,  in  pulses  as  short  as  a 
billionth  of  a  second,  onto  the  exact 
center  of  the  cornea. 

“With  each  short  pulse,  we  remove 
an  extremely  thin  slice  of  tissue,”  says 
Dr.  Robin.  “We  can  usually  resculpt 
the  cornea  in  less  than  30  seconds.” 

The  laser  can  be  more  precisely  con¬ 
trolled  than  the  surgeon’s  knife.  This 
may  eliminate  some  of  the  problems 
with  radial  keratotomy- too  little  or  too 
much  correction  of  focusing  errors, 
slight  fluctuations  in  vision,  and  glare 
in  night  vision-that  can  result  from 
inconsistencies  in  the  depth  and  shape 
of  surgical  incisions. 

“One  of  the  rare  complications  of 
radial  keratotomy  is  perforation  of  the 
cornea  due  to  a  cut  that  is  too  deep. 
Because  the  laser  works  right  on  the 
surface  of  the  eye,  we  haven’t  seen 
these  intraocular  complications,”  says 
Dr.  Robin. 

Since  the  laser  allows  for  variability 
in  the  size  and  shape  of  excisions,  it 
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The  excimer  laser  may  one  day 
challenge  eodsting  surgical 'procedures 
for  correcting  nearsightedness. 


may  one  day  be  used  to  smooth  cor¬ 
neal  irregularities  that  cause  the  fuzzy 
vision  associated  with  astigmatism. 
Investigators  are  also  looking  into  using 
the  laser  to  correct  farsightedness. 

The  excimer  laser  is  being  used  experi¬ 
mentally  at  30  centers  nationwide. 

“We’re  awaiting  approval  from  the 
Food  and  Drug  Administration,”  says 
Dr.  Robin.  “We  can’t  make  any  final 
proclamations  about  the  procedure’s 
safety  or  efficacy,  but  there  haven’t 
been  any  reports  of  potentially  bhnd- 
ing  comphcations. 

“Over  the  next  decade,  laser  technol¬ 
ogy  may  challenge,  if  not  supplant, 
existing  surgical  techniques.” 

Research  Advances 

According  to  Dr.  Deutsch,  “Looking 
at  progress  in  eye  care,  lasers  are  the 
most  dramatic  in  a  series  of  advances 
made  possible  by  long-term  research 
both  in  clinical  settings  and  in  the 
laboratory.” 

Rush  retina  specialists  Kirk  H.  Packo, 
M.D.,  and  Bruce  R.  Garretson,  M.D.,  are 
studying  an  age-related  condition 
called  macular  degeneration  that  is  the 
leading  cause  of  central  vision  loss  in 
people  over  the  age  of  65. 

The  disease  affects  the  macula,  a 
small  area  in  the  center  of  the  retina 
that  is  responsible  for  the  straight¬ 
ahead  vision-as  opposed  to  side 
vision— needed  to  read  a  book,  drive  a 
car  or  thread  a  needle. 

There  are  two  forms  of  the  disease. 
The  so-called  “dry”  form  is  more 
common.  “This  condition,  caused  by 
degeneration  of  the  retina  and  under¬ 
lying  pigmented  tissue  in  the  macular 
region,  is  extremely  common  with  age,” 
explains  Dr.  Garretson.  “It  may  be  grad¬ 
ually  progressive  and  can  lead  to  legal 
bhndness. 

“Right  now,  there  is  no  treatment. 
We’re  focusing  on  ways  to  slow  prog¬ 
ress  of  the  disease,”  he  says.  “We’re 
involved  in  a  multicenter  study  explor¬ 
ing  whether  we  can  help  patients  in  the 
early  stages  of  disease  by  giving  them 
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vitamin  and  mineral  supplements.” 

Drs.  Packo  and  Garretson  have  also 
been  involved  in  a  national  collabora¬ 
tive  study  to  determine  the  best  treat¬ 
ment  for  the  less  common  but  more 
serious  “wet”  form  of  the  disease. 

This  occurs  when  abnormal  blood 
vessels  grow  underneath  the  retina  and 
begin  to  leak  blood.  If  vessels  are  not 
sealed,  bhndness  may  result. 

In  some  cases,  the  disease  can  be 
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treated  with  a  laser.  But  it  still  recurs 
within  a  few  years  in  up  to  half  of  those 
who  receive  treatment,  and  patients 
need  ongoing  foUow  up. 

Says  Dr.  Garretson,  “Our  goal  is  to 
discover  how  to  best  use  the  laser  to 
preserve  vision  and  to  hmit  the  recur¬ 
rence  of  this  devastating  disease.” 

Research  at  Rush  on  how  AIDS 
affects  the  eyes  may  lead  to  general 
insights  about  the  relationship 


Anyone  who’s  ever 
used  a  camera 
should  marvel  at  the 
ingenious  natural  model 
that  inspired  its  design. 

The  transformation  of 
light  into  sight  begins  as 
entering  rays  are  focused 
by  the  cornea,  the  trans¬ 
parent  window  in  the 
front  of  the  eye.  They 
then  pass  through  a 
watery  fluid  behind  the 
cornea,  called  the  aque¬ 
ous  humor. 

The  amount  of  light 
that  enters  the  eye  is 
controlled  by  the  iris,  the 
colored  part  of  the  eye 
that  lies  directly  behind 
the  aqueous  humor  and 
acts  as  a  shutter. 

The  iris  is  actually  a 
ring  of  muscle  with  a 
central  hole,  the  pupil. 

In  dim  light,  the  iris 
relaxes,  widening  the 
pupil  to  let  more  light  in. 

In  bright  light  it  con¬ 
tracts  to  restrict  light  entry. 

The  lens-a  transparent,  sphere¬ 
like  body  behind  the  iris-is  respon¬ 
sible  for  the  fine  focusing  of  Light. 
Muscles  surrounding  the  lens  push 
and  pull  to  change  its  shape— mak¬ 
ing  it  shorter  and  fatter  to  view 
objects  up  close,  and  longer  and 
thinner  to  see  faraway  objects. 

From  the  lens,  light  passes  through 
a  thick  jelly  that  fills  the  center  of 
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the  eye.  It’s  then  projected  onto  the 
retina,  a  light-sensitive  membrane 
that  acts  something  like  film  in  a 
camera.  It  contains  special  recep¬ 
tors  that  respond  either  to  shades 
of  black  and  white  or  to  color. 

These  receptors  send  messages  to 
the  brain  via  the  optic  nerve,  finally 
transforming  light  into  a  full-color 
picture. 


between  eye  disease  and  systemic  dis¬ 
eases  like  diabetes  and  hypertension. 

Thomas  A.  Deutsch,  M.D.,  associate 
professor  of  ophthalmology,  is  examin¬ 
ing  AIDS  patients  to  explore  the  possi¬ 
ble  connection  between  the  increased 
ability  of  their  blood  to  clot  and  changes 
in  the  blood  vessels  in  their  eyes. 

“AIDS  leads  to  many  changes  in  the 
eyes -some  potentially  blinding,  some 
completely  benign,”  says  Dr.  Deutsch. 


“But  we’re  finding  that  even  if  they  are 
otherwise  healthy,  the  eyes  of  AIDS 
patients  may  exhibit  changes  in  blood 
vessels  similar  to  those  seen  in  dia¬ 
betic  and  hypertensive  patients.” 

In  those  cases,  researchers  believe 
that  eye  problems  are,  at  least  in  part, 
the  result  of  blood  that  clots  too  rapidly. 
Their  thinking  is  that  blood  may  sim¬ 
ply  become  too  thick  to  flow  freely 
through  the  retina. 


Working  with  colleagues  at  North¬ 
western  University,  Dr.  Deutsch  is 
trying  to  determine  whether  something 
similar  is  happening  with  AIDS. 

“We  may  be  able  to  affect  the  ability 
of  blood  to  clot  and,  as  a  result,  reduce 
some  of  the  complications  of  AIDS,” 
says  Dr.  Deutsch.  “But  first  we  need  to 
determine  whether  or  not  a  high  clot¬ 
ting  mechanism  affects  vision  and 
whether  it  can  be  controlled  with 
medication.” 

Understanding  Cataracts 

In  the  laboratory,  scientists  at  Rush 
are  investigating  the  formation  of 
cataracts— the  number  one  cause  of 
blindness  in  the  world. 

Cataracts  occur  when  the  normally 
transparent  lens  becomes  opaque  due 
to  disease,  injury  or,  most  commonly, 
aging,  says  Jerome  R.  Kuszak,  Ph.D., 
associate  professor  of  ophthalmology 
and  pathology. 

Working  primarily  with  primate 
lenses.  Dr.  Kuszak  has  discovered  that 
in  cortical  cataracts-which  start  along 
the  edges  of  the  lens  and  gradually 
move  toward  the  center— opacity  is  the 
result  of  irregularities  in  lens  structure. 

“The  lens  is  a  series  of  concentric 
shells.  It  is  transparent,  at  least  in  part, 
because  of  the  symmetrical  arrange¬ 
ment  of  its  uniform  cells  within  each 
shell,”  says  Dr.  Kuszak. 

Over  time,  the  lens  seems  to  lose  its 
ability  to  produce  cells  of  the  proper 
structure,  he  says.  Thus,  the  pattern  of 
cell  alignment  is  progressively  altered, 
and  the  lens  develops  regions  in  the 
cortex  (outer  shells)  where  light  can 
no  longer  reach  the  retina. 

In  ongoing  research.  Dr.  Kuszak  is 
finding  that  there  is  a  connection 
between  abnormal  cell  growth  and  the 
presence  or  absence  of  special  chemi¬ 
cal  factors  necessary  for  cells  to  develop 
properly. 

“We  still  don’t  know  whether  the 
problem  is  an  insufficient  supply  of 
these  growth  factors,  a  lack  of  cellular 
receptors  for  the  factors,  or  a  combina¬ 
tion,”  he  says. 

Dr.  Kuszak’s  research  suggests  prom¬ 
ising  new  avenues  for  the  treatment  of 
cataracts. 
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“The  treatment  today  is  no  treatment 
at  all— the  only  option  is  to  take  out  the 
lens  ”  he  says.  “We’re  getting  to  the  point 
where  we  would  be  able  to  detect  an 
evolving  cortical  cataract. 

“In  the  future,  we  may  be  able  to 
intervene,  possibly  by  increasing  the 
supply  of  necessary  growth  factors  in 
the  eye,”  says  Dr.  Kuszak.  “In  this  way, 
the  formation  of  cortical  cataracts  could 
be  delayed  or  even  arrested.” 

Continuing  Progress 

Dr.  William  Deutsch,  a  faculty  mem¬ 
ber  at  Rush  for  35  years,  says  that  he’s 
seen  tremendous  progress  in  ophthal¬ 
mology  just  over  the  course  of  his  own 
career. 

“The  difference  in  the  way  cataract 
surgery  is  performed  today  compared 
to  only  a  few  years  ago  is  a  good  case 
study,”  he  says.  Recent  innovations— 
including  finer  suture  material  and 
miniaturized  surgical  instruments - 
have  significantly  reduced  hospital 
stays  and  recovery  time. 

“In  the  pcLst,  surgeons  removed  the 
hard  part  of  the  lens  as  well  as  its  sup¬ 
porting  structure,”  says  Dr.  Deutsch. 
“After  surgery,  lens  function  would  be 
taken  over  by  thick  ‘coke  bottle’  spec¬ 
tacles  and,  later,  by  contact  lenses. 

“About  10  years  or  so  ago,  we  began 
to  insert  an  intraocular  lens-which 
resembles  a  hard  contact  lens-into  the 
eye  at  the  time  the  cataract  is  removed. 
This  is  a  routine  procedure  today. 

“Fifty  years  ago  cataract  patients  had 
to  stay  in  bed  for  10  days  with  sand¬ 
bags  over  their  eyes,”  he  says.  “Ten 
years  ago,  most  people  stayed  in  the 
hospital  for  three  or  four  days.  Seven 
years  ago,  they  stayed  in  for  one  day. 
Today  the  procedure  is  done  on  an  out¬ 
patient  basis. 

“This  evolution  is  not  Just  because  of 
changes  in  technology  but  of  changes 
in  knowledge  as  well,”  says  Dr.  Deutsch. 
“Today,  we  know  that  the  eye  can 
recover  in  ways  we  simply  weren’t 
aware  of  10  years  ago.  We’ve  been  able 
to  alter  our  approach  to  the  tremendous 
benefit  of  patients.”— andM.M. 


William  E.  Deutsch,  M.D.,  chairman  and  professor,  ophthalmology. 
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Hearing 


The  world  is  filled  with  sounds, 
many  of  them  out  of  your  con¬ 
trol.  Your  ears  are  hearing  all 
the  time,  even  when  you’re  not  listen¬ 
ing.  They’re  always  on.  And  they  can 
and  do  wear  out. 

Hearing  loss  is  on  the  increase  in  this 
country.  An  estimated  22  million  peo¬ 
ple  have  some  degree  of  hearing  impair¬ 
ment.  Sixty  percent  of  people  over  65 
are  affected.  Increasingly,  so  are  young 
children  and  younger  adults. 

“Some  of  us  may  begin  to  lose  some 


of  our  hearing  as  early  as  in  our  20s,” 
notes  Rush  audiologist  (hearing  spe¬ 
cialist)  Jennifer  Steele,  M.A. 

The  hazards  are  many:  genetic,  envi¬ 
ronmental,  chemical,  viral,  and  just 
plain  lack  of  common  sense.  What  else 
explains  why  that  commuter  two  rows 
in  fi'ont  of  you  has  the  Walkman  on  so 
loud  you  can  hear  the  music  from  his 
headphones? 

“While  hearing  loss  has  many  causes, 
everyday  noises  play  a  significant  role,” 
says  Steele. 

Understanding  how  your  ears  “hear” 
can  help  you  better  protect  this  deli¬ 
cate  sense  organ. 

Hearing  is  a  brain  response,  triggered 
deep  inside  the  ear.  The  entire  ear 
structure— outer,  middle  and  inner 
components— works  in  concert  to  make 
this  happen. 

Sound  enters  through  the  auricle,  the 
external  structure  we  commonly  call 
our  ear. 

“Ever  notice  how  some  people  cup 
the  ear?  That  was  the  very  first  form 
of  a  hearing  aid,”  notes  David  A.  Klodd, 
Ph.D.,  associate  professor  of  communi¬ 
cation  disorders  and  sciences  at  Rush. 
“The  auricle’s  shape  funnels  sound  into 
the  ear  canal  and  enhances  it.” 

Once  inside,  this  enhanced  sound 
causes  vibration  of  the  tympanic  mem¬ 
brane,  the  eardrum.  The  eardrum’s 
shallow,  convex  surface  enhances  the 
sound  even  more  as  it  passes  into  the 
middle  ear. 

Immediately  behind  the  eardrum  are 
three  tiny  bones-the  hammer,  anvil 
and  stirrup— which  together  are  called 
the  ossicles.  These  bones  move  and 
transfer  their  movement  through 
another  membrane— the  oval  window— 
into  the  inner  ear. 

It  is  also  in  the  middle  ear  that  the 
eustachian  tube  connects  the  ear  to 
the  throat,  thereby  maintaining  equal 
air  pressure  between  the  outer  and 
middle  ear  (that’s  why  swallowing  or 
chewing  gum  can  help  you  “pop”  your 
ears  on  a  plane). 

This  tube  is  particularly  short  and 
horizontal  in  infants  and  young  chil¬ 
dren  who  often  get  ear  infections  as 
bacteria  in  the  throat  travels  easOy  into 
the  middle  ear. 
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In  the  inner  ear  is  the  cochlea,  with 
its  fluid-filled  semicircular  canals, 
which  regulate  balance,  and  its  coiling 
passages,  called  the  labyrinth.  In  the 
cochlea,  yet  another  transformation 
takes  place.  What  was  vibration 
becomes-in  the  presence  of  fluid- 
hydraulic  energy.  A  fluid  wave  is  cre¬ 
ated,  which  stimulates  the  organ  of 
Corti  in  the  cochlea. 

Like  a  wave  approaching  a  beach, 
this  wave  crests  and  at  the  same  time 
excites  the  tiny  hairlike  sensory  cells 
that  line  the  organ  of  Corti.  Hydraulic 
energy  changes  into  an  electrical 
impulse  in  the  hair  cells.  That  electri¬ 
cal  impulse  travels  up  the  auditory 
nerve  to  the  temporal  lobe  of  the  brain. 
And  there,  in  the  brain,  you  recognize 
you  have  heard  something. 

How  long  does  all  this  take?  Just  a 
few  milliseconds. 

If  any  part  of  the  ear  structure  is  dam¬ 
aged,  your  hearing  will  be  affected.  If 
the  inner  ear  is  damaged,  your  sense  of 
balance  may  be  affected  as  well. 

Catching  Early  Damage 

Fortunately,  many  ear  disorders  can 
be  corrected.  Infections  can  be  treated. 
A  perforated  eardrum  can  be  repaired. 
Fluid  buildup  in  the  middle  ear  can  be 
drained.  Damaged  ossicles  (as  in  oto¬ 
sclerosis,  a  middle  ear  disorder  in 
which  the  ossicles  soften,  then  fuse) 
can  be  replaced. 

These  are  problems  that  interfere 
with  how  the  sound  is  conducted.  Con¬ 
ductive  hearing  loss  is  usually 
treatable. 

But  if  the  problem  is  in  the  inner  ear, 
where  the  sensitive  hair  cells  and  audi¬ 
tory  nerve  reside,  there  is  no  medical 
or  surgical  cure.  This  sensorineural 
hearing  loss  is  usually  permanent— the 
challenge  is  to  live  with  it. 

Relatively  few  people  are  totally  deaf 
Most  people  who  are  “hearing  impaired” 
have  a  mild  to  moderate  hearing  loss. 
In  young  children,  it  may  first  become 
evident  as  they  begin  to  talk. 

Marsha  Bonsonto  remembers  when 
her  son,  Michael,  first  started  talking 
at  age  two.  “It  was  so  garbled.  No  one 
could  understand  him.  Not  even  me. 
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My  family  tried  to  reassure  me,  saying 
he’d  grow  out  of  it.  But  months  went  by 
and  it  didn’t  get  better  so  I  went  to  the 
doctor  and  said,  ‘Something  isn’t  right.’” 

It  wasn’t.  By  the  age  of  three,  Michael 
was  diagnosed  with  a  mild  to  moderate 
sensorineural  hearing  loss  in  both  ears. 

“Our  ability  to  hear  is  fundamental  to 
how  we  learn  to  communicate,”  says 
Dianne  Meyer,  Ph.D.,  chairman,  com¬ 
munication  disorders  and  sciences  at 
Rush. “Long  before  a  baby  begins  trying 
to  talk,  he  hears  those  around  him  talk¬ 
ing,  and  the  groundwork  for  language 
is  laid.” 

Your  hearing  also  provides  feedback 
on  how  your  speech  sounds. 

“When  you  talk  you’re  constantly 
monitoring  yourself,  modifying  your 
words  and  evaluating  how  you  sound,” 
says  Rush  speech-language  pathologist 
Mary  Bacon,  M.A.,  associate  professor, 
communication  disorders  and  sciences. 
“People  who  are  hearing  impaired  can’t 
monitor  so  effectively.  That’s  why 
speech  therapy  may  help.” 

Michael  now  wears  a  hearing  aid  in 
each  ear,  and  receives  45  minutes  of 
speech  therapy  twice  a  week.  The  ther¬ 
apy  has  helped  clarify  his  speech. 

“He  hated  his  hearing  aids  at  first, 
but  now  it’s  like  wearing  shoes,”  says 
his  mother.  “I’m  a  httle  concerned  that 
when  he  starts  kindergarten  next  fall, 
kids  will  make  fun  of  him.  But  already 
he  is  a  very  confident  little  boy,  and 
everyone  can  understand  him  just  fine.” 

New  Technology 

Until  recently,  the  stigma  of  hearing 
loss  was  very  real  for  people  of  all  ages. 
“I  think  part  of  it  was  the  fact  the  hear¬ 
ing  aids  were  ugly,”  says  Rush  otola¬ 
ryngologist  Paul  Jones,  M.D.  “And 
they  really  didn’t  work  very  well.  But 
in  the  Icist  10  years,  the  technology 
has  improved  tremendously.” 

Microchip  technology  has  revolution¬ 
ized  hearing  aids.  The  newest  and  most 
expensive  ones  are  tiny  enough  to  fit 
inside  the  ear  canal,  and  their  high- 
tech  circuitry  makes  them  much  more 
versatile. 

“A  hearing  aid  is  essentially  an  ampli¬ 
fier.  And,  until  recently,  it  amplified 
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The  spiral  cochlea  is  divided  internally  into  three 
compartments.  In  the  central  section  is  the  organ  of  Corti, 
with  hairs  that  vibrate  in  response  to  sounds.  This  creates 
nerve  impulses  that  travel  to  the  brain  for  analysis. 


Sounds  received  by  the  ear’s  pinna  (auricle )  pass  along 
the  auditory  canal  to  the  eardrum.  Vibrations  are  carried 
by  three  bones  to  the  cochlea,  from  which  nerve  impulses 
are  sent  to  the  brain. 
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Dianne  Meyer,  Ph.D.  (right ),  shows 
students  how  real  ear  measurements 
are  taken,  using  a  probe  microphone 
inserted  into  the  ear  canal.  In  patients, 
the  probe  measures  hearing  aid  output. 


everything”  says  Dr.  Klodd.  “But  the 
newest  aids  can  be  programmed  to 
amplify  only  the  range  of  sounds  the 
wearer  can’t  hear.  They  can  also  be 
programmed  to  minimize  background 
noises.” 

By  having  up  to  three  circuits,  these 
hearing  aids  can  be  worn  in  a  variety 
of  sound  settings  without  readjustment. 

The  cochlear  implant  is  a  speciahzed 
device  for  people  who  are  completely 
deaf.  It  has  been  available  for  adults 
since  1985.  The  Food  and  Drug  Admin¬ 
istration  recently  approved  the  implant 
for  children. 

It  functions  not  as  an  amplifier,  but 
more  hke  a  radio.  A  titanium  electrode 
receiver  is  implanted  surgically  in  the 
cochlea,  where  it  stimulates  the  audi¬ 
tory  nerve. 

The  wire  implant  is  attached  to  a 
transmitter  embedded  under  the  skin, 
behind  the  ear.  Sound  is  processed  by  a 
third  component,  worn  on  the  patient’s 
chest,  which  sends  electrical  signals  to 
the  implant  via  the  transmitter. 

A  cochlear  implant  can  cost  up  to 
$30,000.  Patients  must  also  have  about 
two  years  of  intensive  aural  rehabilita¬ 
tion  therapy  to  learn  how  to  interpret 
the  electrical  sounds  the  implant 
generates. 

“As  the  population  ages  and  more 
people  wear  hearing  aids,  it  will  be  hke 
wearing  glasses-no  big  deal,”  says 
Dr.  Jones. 

Too  Much  Noise 

Hearing  loss  in  older  people  is  usu¬ 
ally  tied  to  aging.  There’s  even  a  spe¬ 
cific  term  for  it— presbycusis.  As  people 
age,  physical  changes  in  the  hair  cells 
and  the  auditory  nerve  alter  ability  to 
hear.  But  there’s  a  growing  belief  that 
some  hearing  loss  associated  with 
aging  is  actually  caused  by  prolonged 
exposure  to  too  much  noise. 

“We  live  in  a  very  noisy  society,”  says 
Dr.  Klodd.  Many  professions  are  noisy— 


dentistry  music,  trucking,  construction. 
We  hsten  to  loud  music,  attend  loud 
sporting  events  and  have  noisy  hob¬ 
bies  hke  snowmobiling,  motorboating 
and  motorcycling.  At  home,  vacuum 
cleaners,  hair  dryers,  blenders,  mixers, 
lawnmowers,  snowblowers  and  stereo 
systems  ah  take  their  toh. 

Noise-induced  hearing  impairment 
can  be  prevented  or  minimized  if  more 
people  recognize  the  vulnerability  of 
their  hearing. 

“You  know  you’ve  been  exposed  to 
too  much  noise  for  too  long  when  your 
ears  ring  afterwards,”  says  Dr.  Klodd. 
“Some  people  describe  a  sense  of  full¬ 
ness  in  their  ears.  It’s  usually  tempo¬ 
rary,  but  over  time  such  exposure  vWII 
damage  your  hearing.” 

One  of  the  early  signs  of  noise- 
induced  hearing  loss  is  chronic  ringing 
or  buzzing  in  the  ear,  called  tinnitus. 

Forty-two-year-old  Gary  Kaplan  has 
tinnitus  in  his  left  ear.  For  more  than 


12  years  he  traded  pork  behies  Mon¬ 
day  through  Friday  at  the  Chicago  Mer¬ 
cantile  Exchange.  He  has  retired  from 
active  trading  because  the  noise  aggra¬ 
vates  his  tinnitus. 

“Noise  hurts.  Now  1  avoid  it  at  all  cost. 
I  don’t  think  I’ve  seen  a  basketball  game 
in  five  or  six  years.  And  I  carry  large 
earplugs  wdth  me  at  all  times,”  he  says. 

Sound  is  measured  by  loudness- 
decibels-and  by  pitch-frequency. 
While  a  high-pitched  sound  may  seem 
uncomfortable,  loudness  is  the  critical 
factor  when  it  comes  to  protecting  your 
hearing. 

“The  ear  is  marvelously  adaptable  so 
you  don’t  always  realize  you’re  assault¬ 
ing  yourself  wdth  too  much  noise,”  says 
Dr.  Jones. 

“My  rule  of  thumb  is,  if  you  can’t  have 
a  normal  conversation,  the  environ¬ 
ment  you’re  in  is  too  loud.” 

Ordinary  conversation  falls  between 
45  and  65  decibels.  A  busy  city  street 
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or  loud  headset  might  register  80  deci¬ 
bels.  Subway  trains  can  generate  100. 
Anything  over  85  can  cause  hearing 
damage,  including  temporary  deafness. 
Exposure  to  noise  over  125  decibels 
(like  a  jet  taking  off  when  you’re  stand¬ 
ing  near  it)  can  cause  permanent 
deafness. 

What  chronic  noise  exposure  does  is 
damage  the  dehcate  hair  cells  of  the 
inner  ear.  These  hair  cells  can’t  be 
repaired  or  replaced. 

The  Occupational  Health  and  Safety 


increases  their  risk  for  hearing  loss.” 

Screening  the  hearing  of  infants  less 
than  two  years  old  is  possible  because 
of  a  highly  selective  form  of  EEG  (elec¬ 
troencephalogram)  which  measures 
the  responsiveness  of  the  auditory 
nerve.  The  test,  done  while  the  baby  is 
sleeping,  is  called  an  ABR,  auditory 
brainstem  response.  It  shows  whether 
sound  dehvered  into  the  baby’s  ear  is 
being  picked  up  by  the  auditory  nerve. 

The  ABR  can  determine  the  degree 
and  type  of  hearing  loss,  says  Dr.  Meyer. 


I  “If  you  can^  have  a  normal 
conversation,  the  environment 
you’re  in  is  too  loud” 


Administration  (OSHA)  says  workers 
who  are  routinely  exposed  to  sounds 
of  85  decibels  or  more  must  be  pro¬ 
vided  protective  gear  for  their  ears. 

What’s  less  clear  is  the  danger  in  spo¬ 
radic  or  brief  noise  exposure,  over  time. 
You  don’t  see  many  rock  musicians  or 
daily  subway  riders  wearing  ear  protec¬ 
tion.  But  some  would  ai^e  they  should. 

Other  threats  to  the  hair  cells,  besides 
noise,  are  certain  medications,  partic¬ 
ularly  antibiotics,  aspirin  and  some 
anticancer  drugs,  as  well  as  certain  bac¬ 
terial  and  viral  illnesses.  A  severe  case 
of  bacterial  meningitis  can  cause 
deafness. 

Premature  infants  are  particularly  at 
risk  for  hearing  loss.  Babies  in  the  Spe¬ 
cial  Care  Nursery  at  Rush  are  regu¬ 
larly  evaluated  to  identify  hearing  loss 
early  so  that  treatment  and/or  inter¬ 
vention  can  begin. 

“Low  birth  weight-below  1,500 
grams  or  two  pounds-is  a  major  risk 
factor,  since  these  babies  generally  have 
many  medical  problems,”  says  Rush 
audiologist  Sally  Kolmodin,  M.S., 
instructor,  communication  disorders 
and  sciences.  “Some  have  birth  defects 
or  have  been  exposed  to  viral  infec¬ 
tions  or  drugs  prenatally,  which 


Hearing  loss  due  to  an  ear  infection  or 
a  physical  malformation  of  the  ear  can 
often  be  treated. 

“If  the  baby  has  sensorineural  hear¬ 
ing  loss,  however,  the  task  for  us  is 
to  begin  audiologic  management  and 
help  the  parents  deal  with  their  child’s 
hearing  loss. 

“The  child  is  fitted  with  hearing  aids 
as  soon  as  possible.  We  teach  the  par¬ 
ents  about  speech  and  language  devel¬ 
opment  and  how  they  can  stimulate 
their  child.  And  we  refer  them  to  spe¬ 
cial  parent-infant  programs  for  the 
hearing  impaired.” 

New  Discoveries 

But  it  may  not  be  too  distant  in  the 
future  when  medical  treatment  of  sen¬ 
sorineural  hearing  loss  becomes  a 
reality. 

Scientists  studying  the  workings  of 
the  inner  ear  are  making  headway. 
Recently,  something  new  and  unex¬ 
pected  was  discovered:  the  Kemp  echo, 
named  for  the  English  researcher  who 
first  detected  it. 

The  Kemp  echo  is  an  otoacoustic 
emission,  a  sound  produced  by  the  ear 
itself 


“We  have  long  assumed  that  the  inner 
ear  is  just  a  microphone,  responding  as 
it  converts  vibratory  energy  into  elec¬ 
trical  energy,”  says  Dr.  Meyer.  “But 
now  it  appears  our  auditory  system 
may  generate  some  type  of  positive 
feedback.” 

Researchers  have  described  these 
emissions  as  analogous  to  the  eye  giv¬ 
ing  off  light  or  the  nose  giving  off  an 
odor.  What’s  more,  an  impaired  ear 
gives  off  no  emission,  so  the  finding 
may  lead  to  a  simpler  screening  method 
to  detect  hearing  loss  in  infants. 

“Otoacoustic  emissions  are  giving  us 
a  greater  understanding  of  the  com¬ 
plexities  of  human  hearing.  Ultimately 
they  may  help  us  understand  how  the 
ear  is  so  remarkably  sensitive  to 
changes  in  sound,”  says  Dr.  Meyer. 

Yet  another  recent  discovery  has 
occurred  in  studies  of  hair  cell  physio¬ 
logy.  Though  thought  to  be  irrepara¬ 
ble,  hair  cells  have  shown  an  ability  to 
regenerate  hi  birds.  This  finding  seems 
to  fit  with  certain  clinical  observations. 

“We  occasionally  see  patients  with 
sensorineural  hearing  loss  that  fluctu¬ 
ates  or  even  recovers,”  says  Dr.  Meyer. 
“We’ve  never  really  understood  why 
this  is  so.” 

These  animal  studies  may  hold  the 
key  to  understanding  how  damaged 
hair  cells  might  be  regenerated  and 
ultimately  lead  to  medical  treatments 
for  sensorineural  hearing  loss. 

But  in  the  meantime,  perhaps  the  best 
way  to  prevent  or  minimize  hearing 
loss  is  to  take  precautions,  avoid  exces¬ 
sive  noise  exposure,  and  don’t  hesitate 
to  have  an  ear  or  hearing  problem 
checked  out  promptly  by  a  specialist. 

“No  other  part  of  our  body  deterio¬ 
rates  so  dramatically  as  we  age,”  notes 
Dr.  Jones.  “So  when  I  see  a  younger 
patient,  I  stress  how  important  it  is  to 
protect  your  hearing,  that  there’s  a  lot 
of  noise  pollution  out  there,  but  much 
hearing  loss  is  preventable. 

“I  also  share  with  them  what  my  older 
patients  tell  me.  They  say  how  much 
they  miss  being  able  to  hear  well.”-C.i?. 
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The  aroma  of  autumn  spices  may 
tingle  the  nose  with  familiar 
scents.  Yet,  beyond  mere  recog¬ 
nition  of  cloves,  cinnamon  and  nut- 
meg,  you  may  also  recall  past  Thanks¬ 
giving  dinners  and  family  trips  to  the 
pumpkin  farm. 

All  this  from  a  sniff? 

“We  make  strong  associations 
between  odors  and  events.  Smell  is  very 
much  a  sensation  that  works  on  a  sub¬ 
conscious  level,”  says  Rush  psychiatrist 
and  neurologist  Alan  R.  Hirsch,  M.D. 

Our  sense  of  smell  is  the  only  sense 
that  directly  reaches  the  “thinking” 
part  of  the  brain,  the  cerebrum.  Mes¬ 
sages  from  our  other  senses  are  sent 
through  the  thalamus,  the  brain’s  relay 
station,  before  being  forwarded  to  the 
cerebrum.  Direct  access  to  the  brain 
explains  the  ability  of  our  sense  of  smell 
to  influence  the  limbic  system,  which 
controls  our  emotions,  moods  and 
memories. 

Besides  its  connection  to  the  brain, 
the  sense  of  smell  also  has  an  impor¬ 
tant  link  to  the  sense  of  taste. 

“About  90  percent  of  what  we  call 
taste  or  flavor  is  really  our  sense  of 
smell  at  work.  If  you  lost  your  sense  of 
taste,  you  probably  wouldn’t  notice  it,” 
says  Dr.  Hirsch,  who  directs  the  Smell 
and  Taste  Treatment  and  Research 
Foundation,  one  of  five  such  centers  in 
the  country. 

Hold  your  nose  and  eat  some  choco¬ 
late.  Or,  with  your  nose  and  eyes  closed, 
alternate  eating  an  apple  and  an  onion. 
You  probably  wouldn’t  recognize  any 


Thsty?  Thank  your  sense  of  smell. 

of  these  tastes.  Open  your  nose  again, 
and  suddenly  food  “tastes”  more 
familiar. 

The  Nose  Knows 

Smell  enhances  taste,  creating  the 
many  flavors  that  we  sense.  In  school, 
we  learned  about  the  four  tastes:  sweet, 
sour,  salt  and  bitter.  But  research  shows 
that  we  have  a  much  more  discerning 
palate.  We  can  differentiate  as  many  as 
100  other  distinctive  testes  ranging 
from  nicotine  to  umami,  a  horseradish 


that  seasons  sushi. 

In  our  taste  primer,  we  also  learned 
the  theory  about  perceiving  the  four 
tastes  on  specific  areas  of  our  tongue. 
But  researchers  tell  us  that  our  teste 
buds  are  more  sophisticated.  Sweet¬ 
ness  isn’t  just  tested  on  the  tip  of  the 
tongue,  nor  bitterness  on  the  back. 
Indeed,  the  teste  receptor  cells  in  our 
hundreds  of  taste  buds-found 
throughout  the  mouth,  and  especially 
on  the  tongue-can  each  recognize  dis¬ 
tinct  tastes. 


Smell 

and 

Taste 
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But,  if  we  “overload”  our  taste  buds, 
we  can  lose  some  sense  of  taste.  Regu¬ 
larly  shaking  salt  on  our  dinner  may 
cause  our  taste  buds  to  slowly  lose  sen¬ 
sitivity  to  the  seasoning. 

“If  you  have  a  diet  high  in  salt,  the 
tongue’s  receptors  will  adapt  to  that 
level  of  salt  and,  in  a  way,  grow  numb. 
It  will  be  harder  for  you  to  detect  salt 
in  what  you  eat,  so  you’ll  use  more  just 
to  taste  it,”  says  Dr.  Hirsch. 

Overall,  taste  is  more  of  a  physical 
sensation  than  a  chemical  one.  It’s  an 
amalgamated  perception  created  by 
consistency,  texture,  temperature, 
visual  appeal  and,  most  of  all,  smell. 

Though  the  sensory  tissue  in  our 
nasal  passages  is  only  about  the  size  of 
a  postage  stamp,  the  impact  of  our 
sense  of  smell  is  not  so  small.  We  can 
detect  an  odor  even  after  it  has  been 
diluted  billions  or  trillions  of  times. 

Yet,  we  can  eliminate  the  odor  we 
smell  simply  by  opening  our  mouths. 

As  we  inhale  air,  we  take  in  odor 
molecules.  The  molecules  rush  to  the 
back  of  the  nose  where  they  reach  two 
mucous  membranes.  The  tissues  con¬ 
tain  wavy  hairlike  protrusions  called 
cilia,  which  are  receptor  nerve  cells. 

The  cilia’s  special  proteins  guide  the 
odor  molecules  to  designated  spaces 
where  they  fit  into  the  cilia  like  a  hand 
in  a  glove.  Each  odor  has  its  own 
address,  so  to  speak,  and  the  molecule 
has  just  come  home. 

Once  the  molecule  meets  its  cilia,  a 
neurotransmitter  fires  an  energy  mes¬ 
sage  up  the  olfactory  (smeU)  nerves  to 
the  olfactory  bulb  in  the  brain.  Here, 
the  message  is  processed,  and  the  odor 
is  detected  and  identified. 

But  sometimes  something  goes 
wrong,  and  our  ability  to  smell  changes. 
We  may  experience  a  reduced  or  com¬ 
plete  loss  of  ability  to  smell.  We  may 
have  a  heightened  sense  of  smell.  We 
may  even  have  to  cope  with  odd  smells 
from  unknown  sources.  Almost  four 
milUon  people  in  the  United  States  suf¬ 
fer  from  some  type  of  smell  and  taste 
disorder.  For  200,000  of  them,  it’s  se¬ 
vere  enough  to  seek  medical  treatment. 

Loss  of  smell,  or  anosmia,  is  one  of 
the  more  common  problems.  Anosmia 
can  result  from  head  injury,  vitamin 
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deficiency  or  nasal  blockage.  Even  a 
simple  cold  can  knock  out  our  sense  of 
smell.  Not  all  damage  is  permanent. 
About  40  percent  of  the  time,  the  sense 
does  eventually  return. 

Restoring  Smell 

Researchers  are  testing  medications 
that  may  help  to  restore  loss.  These 
drugs  are  typically  used  for  neurologic 
and  psychiatric  illnesses,  such  as  ami¬ 
triptyline,  an  antidepressant;  amanti- 
dine,  a  Parkinson’s  disease  medication; 
Ritahn,  used  for  hyperactivity  in  chil¬ 
dren;  and  theophylline,  used  for  asthma. 

These  medications  substitute  for 
malfunctioning  neurotransmitters  that 
have  stopped  sending  messages  to  the 
brain.  The  drugs  may  improve  the  abil¬ 
ity  of  the  olfactory  nerves  to  send  smell 
messages  and  revive  the  sense. 

Medications  worked  for  Sandy 
Kehrein  of  Carol  Stream,  Illinois,  a 
patient  of  Dr.  Hirsch. 

“I  was  eating  pancakes  for  breakfast 
one  morning  and  the  syrup  tasted  flat. 
In  two  days,  everything  tasted  bad,” 
Kehrein  recalls. 

The  bad  taste  led  her  to  stop  eating 
and  drinking.  She  lost  25  pounds  over 
several  weeks  and  twice  was  taken  to 
the  emergency  room  for  dehydration. 
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Smell  stimuli  enter  the  nose  through 
the  olfactory  bulb  up  to  the  brain. 


“I  tried  to  eat  because  I  was  so  hun¬ 
gry.  But  everything  tasted  so  awful  that 
I  just  pushed  it  away.  Pop  tasted  like 
acid,”  she  says. 

Although  she  still  has  episodes  of  a 
soapy  taste  in  her  mouth,  medications 
have  helped  reduce  them  to  just  one  or 
two  a  day. 

It’s  been  15  years  since  Karen 
Bauman  first  noticed  a  problem  with 
her  sense  of  smell. 

A  rancid,  garbagelike  odor  of 
unknown  origin  breezes  through  one 
of  her  nostrils  six  to  eight  times  a  day. 
By  the  time  she  found  some  relief,  she 
had  consulted  14  different  specialists, 
including  ear,  nose  and  throat  doctors, 
as  well  as  allergists,  neurologists  and 
psychiatrists.  At  one  point  she  even 
considered  brain  surgery  to  remove  her 
olfactory  bulb. 

“This  is  a  problem  that  has  completely 
taken  over  my  life,”  says  Bauman.  “It 
affects  all  of  the  things  in  life  that  make 
me  human— everything  that  gives  me 
pleasure.” 

Initially,  in  her  frustration  with  the 
lingering  stench,  Bauman  violently 
threw  her  head  against  a  mattress  and 
cried  uncontrollably.  She  was  surprised 
when  these  measures  brought  tempo¬ 
rary  relief.  Now  her  treatment  comes 
from  anticonvulsant  drugs  and  a 
water-dampened  cotton  ball  placed  in 
the  affected  nostril,  which  enables  her 
to  endure  eating. 

“This  is  a  ‘pressure  sensitive’  condi¬ 
tion,”  Dr.  Hirsch  explains.  “Changes  in 
nasal  air  pressure  cause  the  olfactory 
nerves  to  emit  an  abnormal  discharge. 
By  altering  the  pressure,  such  as  by 
plugging  a  nostril,  a  patient  can  con¬ 
trol  the  odor.” 

A  smell  or  taste  deficiency  is  unset¬ 
tling,  but  it’s  likely  something  most  of 
us  will  experience  at  least  to  some 
degree  as  we  grow  older.  That  explains 
why  Grandma,  who  can’t  smell  her  per¬ 
fume  anymore,  douses  herself  with  it 
until  she  can. 

In  fact,  more  than  80  percent  of  peo¬ 
ple  over  age  80  have  problems  with 


“Pop  tasted  like  acid”  says  Sandy  Kehrein  of  her  smell  disorder  treated  by  Alan  R.  Hirsch,  M.D. 


sense  of  smell.  There  are  several  rea¬ 
sons  why. 

“With  aging,  even  though  the  nasal 
system  still  functions,  the  neurotrans¬ 
mitters  in  the  brain  do  not  fire  as  effec¬ 
tively.  Our  general  ability  to  remember 
and  form  associations  diminishes,” 
explains  Dr.  Hirsch.  “Also,  arthritis  can 
strike  the  cribriform  plate— the  strip  of 
bone  through  which  the  olfactory 
nerves  pass  on  to  the  brain.  That  can 
constrict  the  olfactory  nerves  and 
inhibit  message  transmission.” 

Losing  sense  of  smell  can  set  off  a 
chain  reaction  leading  to  serious  health 
problems. 

“When  elderly  patients  have  trouble 
with  their  diets  or  just  don’t  care 
whether  they  eat,  I  think  much  of  this 
has  to  do  with  their  lack  of  enjoyment 
because  they  can’t  taste  things.  And 
they  can’t  taste  things  because  their 


sense  of  smell  is  gone,”  says  Rush  geri¬ 
atric  specialist  Jack  Bulmash,  M.D., 
assistant  professor  of  internal  medicine. 

An  80-year-old  man  who  cannot 
smell  or  taste  his  food  may  not  know 
when  it  has  spoiled.  His  impairment 
can  even  prevent  him  from  sensing  a 
gas  leak  or  a  fire,  and  that  could  lead  to 
disaster.  Utility  companies  put  noxious¬ 
smelling  ethyl  mercaptan  into  cooking 
gas  as  a  sign  that  gas  is  present,  yet  15 
percent  of  people  older  than  70  cannot 
smeU  the  odor. 

“I  think  finding  a  way  to  prevent  or 
reverse  smelling  disorders  will  help  us 
improve  the  quality  of  life  for  elderly 
people  and  prevent  accidental  deaths,” 
says  Dr.  Bulmash. 

Smell  and  Taste  Research 

Investigators  are  just  beginning  their 
exploration  of  these  senses.  As  Dr. 
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Hirsch  often  notes,  “Where  we  are  with 
smell  and  taste  research  is  where  the 
ophthalmologists  were  when  they 
developed  the  E  chart  for  vision.” 

Because  messages  travel  to  the  brain, 
understanding  how  our  sense  of  smell 
works  may  open  a  window  to  our 
unconscious.  It  may  also  suggest  new 
treatments  for  myriad  ailments  and 
conditions. 

A  recent  study  found  that  heliotro¬ 
pin,  a  vanillalike  scent,  helped  to 
relieve  anxiety  of  patients  required  to 
lie  still  for  up  to  an  hour  in  the  confines 
of  a  magnetic  resonance  imaging  cham¬ 
ber.  Now  Dr.  Hirsch  is  using  heliotro¬ 
pin  and  a  green  apple- spice  odor  to  see 
if  there  is  a  similar  effect  on  patients 
suffering  fi"om  the  chronic  worrying 
and  nervousness  of  generalized  anxi¬ 
ety  disorder. 

“If  anxiety  disorder  patients  respond 
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Basic  tests  for  smell  and  taste  diagnose  sensory  disorders  or  other  illness. 


well  to  these  odors,  they  may  not 
require  as  much  tranquilizer,  like 
Valium,”  says  Dr.  Hirsch. 

Researchers  are  also  studying  how 
aroma  affects  appetite  and  weight.  In 
the  same  way  our  sense  of  smell 
reaches  the  limbic  system  and  our 
moods  and  memories,  it  also  accesses 
the  satiety  center  that  controls 
appetite. 

Ever  spend  the  day  cooking  only  to 
realize  that  by  mealtime  you  weren’t 
hungry?  That’s  because  your  brain 
interpreted  the  intake  of  smell  as  equal 
to  intake  of  food,  making  you  feel  full 
when  you  hadn’t  eaten  anything. 

Eating  disorders  counselors  encour¬ 
age  their  patients  to  eat  slowly  and 
enjoy  the  smell  and  taste  of  their  food 
so  they  won’t  eat  as  much  at  meals. 

“Physiologically,  it  takes  about  20 
minutes  for  our  satiety  center  to  mea¬ 
sure  what  we’ve  eaten.  If  we  gobble 
our  food,  we  may  still  feel  hungry 
because  our  brain  hasn’t  perceived  that 
we’ve  eaten  yet,  and  we’ll  eat  more,” 
says  Nadine  Grissett,  Ph.D.,  assistant 
professor  of  psychology  and  social  sci¬ 
ences  at  Rush. 

The  smell  of  certain  foods  may  trip 
an  emotional  response  that  leads  a  per¬ 
son  to  eat  poorly.  A  person  who  equates 
the  delicious  smells  of  a  bakery  with 
the  nurturance  and  comfort  of  mom’s 
kitchen  may  wolf  down  a  pastry  with¬ 
out  being  hungry. 

Likewise,  those  who  are  angry,  anx¬ 
ious  or  depressed,  particularly  obese 
or  bulimic  patients,  may  turn  to  food 
for  relief. 

“The  smell  of  foods  that  are  sweet, 
high  in  fat  or  fried  may  encourage  these 
people  to  respond  to  their  fear  or  anxi¬ 
ety  by  eating  rather  than  by  thinking 
about  their  problems,”  says  Dr.  Grissett. 

Perhaps  we  can  even  smell  ourselves 
out  of  eating  more  than  we  want,  sug¬ 
gests  Dr.  Hirsch.  He  has  designed  a 
new  study  based  on  case  results  show¬ 
ing  that  people  exposed  to  a  chemical 
with  the  smell  of  potato  chips  lost  their 
appetites  and  reduced  their  weight. 

Diagnosing  Illness 

Ability  or  lack  of  ability  to  smell  also 
may  be  useful  as  a  diagnostic  tool.  A 
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patient’s  ability  to  smell  may  help  phy¬ 
sicians  determine  onset  or  severity  of 
certain  diseases  or  conditions,  partic¬ 
ularly  illnesses  linked  with  neurotrans¬ 
mitter  failure  or  dysfunction. 

Olfactory  impairment  can  accompany 
Alzheimer’s  disease,  Parkinson’s  dis¬ 
ease  and  other  diseases  with  dementia. 
The  neurotransmitter  failure  scientists 
associate  with  these  diseases  may  well 
be  tied  to  anosmia. 

Migraines  may  also  be  associated 
with  loss  of  smell.  Migraine  symptoms, 
such  as  changes  in  cerebral  blood  flow, 
teary  eyes,  runny  nose  and  throbbing 
pain,  may  all  contribute  to  the  suffer¬ 
er’s  loss  of  smell.  Conversely,  migraine- 
inducing  odors,  like  cigarette  smoke, 
perfume  and  paint,  may  go  undetected 
by  those  with  smell  deficiencies,  yet 
still  affect  the  brain  and  lead  to  a  head¬ 
ache.  A  third  relationship  theory  con- 
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cems  the  migraine’s  emotional  elements. 

“The  neurotransmitter  abnormalities 
of  migraines  and  olfactory  loss  may  be 
related.  Since  we  often  see  an  emo¬ 
tional  component  to  these  headaches, 
such  as  blushing  or  red-colored  ears, 
the  implication  is  that  the  limbic  sys¬ 
tem  is  associated  with  migraines,”  says 
Dr.  Hirsch. 

In  another  line  of  research.  Dr.  Hirsch 
is  trying  to  pinpoint  odors  to  use  as 
markers  for  certain  ailments.  He  has 
found  that  patients  whom  he  diagnosed 
as  being  depressed  also  had  difficulty 
detecting  phenylethyl  phenol,  a  chem¬ 
ical  that  smells  like  scallops.  The  less 
depressed  patients  were,  the  better 
they  could  smell  it.  A  larger  study  with 
diagnosed  depression  patients  will  try 
to  confirm  whether  this  smell  test 
detects  depression. 

Dr.  Hirsch  is  also  investigating  the 


potential  of  an  odor  to  indicate  a  wom¬ 
an’s  time  of  ovulation.  Since  a  woman’s 
sense  of  smell  is  keenest  at  ovulation, 
her  ability  to  smell  an  indicator  odor 
could  substitute  for  temperature¬ 
taking  as  a  home  fertility  test. 

The  more  we  discover  about  smell 
and  taste,  the  more  we  discover  about 
us— our  style  of  living,  our  changing 
health,  and  our  perceptions,  moods  and 
memories.  And  the  applications  for 
research  in  this  area  should  keep 
experts  nosing  for  answers  in  their 
quest  to  taste  success  and  uncover  the 
mysteries  of  these  two  senses. -5".  J. 


Touch 


Numbing,  tingling,  burning  sen¬ 
sations.  A  feeling  of  needles 
and  pins  or  ants  crawling 
under  your  skin.  Shooting  pain,  weak¬ 
ness  or  loss  of  reflexes.  What  could  be 
the  cause? 

When  the  sense  of  touch  goes  awry, 
the  causes  are  many  and  the  treatments 
growing  in  number. 

The  sense  of  touch  is  activated  by 
tiny  receptors  in  the  skin  that  pick  up 
sensations  of  heat,  cold,  vibration,  light 
touch  and  firm  pressure.  They  number 
in  the  millions  and  are  scattered  all 
over  the  body,  but  are  particularly  con¬ 
centrated  in  the  hands  and  fingertips. 

With  touch,  the  receptor  is  triggered 
and  a  signal  is  sent  up  a  nerve,  into  the 
spinal  column  and  then  up  to  the  brain. 

“Problems  with  sensations  could  be 
due  to  damage  of  the  receptors,  but 
more  often  it  is  actual  damage  to  the 


Constant  pressure 

(Merkel's  disks)  Cold  (end  bulbs 

of  Krause) 
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nerve  itself,”  says  Rush  neurologist 
Russell  Glantz,  M.D. 

With  degeneration  of  the  nerve,  early 
signs  often  appear  in  what  is  called  a 
“stocking  and  glove”  pattern,  first 
affecting  the  feet,  then  the  hands,  the 
points  farthest  from  the  spinal  column. 
As  Dr.  Glantz  explains,  “The  farthest 
tributary  of  a  river  will  be  the  first  to 
dry  up.  Very  frequently  this  is  what 
we  see  in  diabetic  neuropathy,  with 
tingling  first  in  the  feet.” 

Sensation  gradually  diminishes. 
Scalding  bath  water  may  not  be  per¬ 
ceived  as  hot  at  all,  resulting  in  a  bum. 
A  cut  on  the  foot  will  easily  go  unno¬ 
ticed,  even  to  the  point  that  it  has  devel¬ 
oped  into  an  oozing  ulcer.  Sometimes 
there  are  abnormal,  even  painful, 
sensations.  The  person  with  diabetes 
may  complain,  “I  feel  like  I’m  walking 
on  rocks.” 

The  first  step  in  treatment  is  getting 
the  diabetes  under  control,  although 
that  may  not  stop  the  progression  of 
nerve  damage.  A  relatively  new  medi¬ 
cation  for  the  abnormal  sensations  and 
pain  is  a  cream  that  contains  the  active 
ingredient  of  chili  peppers. 


The  sense  of  touch  involves  specialized 
nerves  (seen  here  in  a  cut-away  view 
of  a  section  of skin ),  which  relay  touch 
sensations  to  the  brain. 


According  to  Rush  neurologist  Robert 
B.  Wright,  M.D.,  this  ingredient  releases 
what  is  called  Substance  F;  a  naturally 
occurring  chemical  in  the  body  that 
affects  how  we  perceive  pain. 

“Used  two  to  three  times  a  day,  the 
cream  at  first  creates  a  feeling  of 
warmth,  a  toned-down  version  of  the 
burning  sensation  you  feel  in  your 
mouth  as  you  bite  into  a  chili  pepper. 
As  it  gradually  releases  the  Substance 
F;  you  no  longer  feel  the  pain,”  he  says. 

Diabetes  is  only  one  of  a  number  of 
conditions  that  can  have  a  widespread, 
diffuse  affect  on  the  sense  of  touch. 
Cancer  and  even  some  cancer  treat¬ 
ments  are  other  known  causes.  Cer¬ 
tain  medications  are  known  to  cause 
changes.  Alcoholism  is  a  risk.  A  more 
and  more  common  cause  is  the  human 
immunodeficiency  virus. 

Sometimes  the  changes  are  due  to 
abnormal  proteins  in  the  blood,  which 
can  now  be  washed  away  with  a  tech¬ 
nique  called  plasmapheresis. 

When  the  cause  involves  nutrition- 
a  lack  of  the  vitamin  B12,  for  instance, 
or  an  excess  of  B6- damage  to  the 
nerve  may,  in  many  cases,  be  reversed 
by  changes  in  diet. 

The  first  sign  that  something  has  gone 
wrong  with  the  sense  of  touch  is  pain 
or  abnormal  sensations,  although  some 
people  notice  a  difficulty  handling 
change,  manipulating  small  objects  or 
holding  onto  a  can. 

David  Patchen,  a  mechanic  for  14 
years,  first  noticed  numbness  in  his 
fingers.  Then  he  felt  tingling,  a  sensa¬ 
tion  of  pins  and  needles  that  woke  him 
even  in  the  middle  of  the  night.  At 
worst,  he  experienced  a  throbbing  pain 
that  shot  up  his  forearm. 

“I  had  trouble  using  a  screwdriver. 
Even  putting  a  nut  on  a  bolt  gave  me 
problems,”  he  recalls.  “I  couldn’t  hold 
onto  my  tools,  but  what  was  worse,  I 
couldn’t  hold  my  newborn  daugliter.” 

Patchen  was  diagnosed  as  having  car- 
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I  “Caring  touch  connotes  acceptance 
and  reassurance. . .  and  establishes 
one’s  worth  as  a  person.” 


pal  tunnel  syndrome,  caused  when  the 
median  nerve  which  goes  through  the 
wrist  is  compressed  by  the  swollen  tis¬ 
sue  on  the  surface  of  the  tendons  that 
surround  it.  This  cuts  down  on  blood 
circulation  in  the  nerve,  causing 
problems  of  sensation. 

As  a  mechanic,  Patchen  regularly 
used  high-powered  vibrating  tools. 
When  bolts  to  be  unscrewed  were  out 
of  easy  reach,  he  squeezed  himself  into 
spaces  which  forced  his  wrist  into  an 
unnatural  position  as  he  twisted  and 
turned  to  get  the  job  done. 

When  he  couldn’t  bear  the  tingling 
and  pain  any  longer  in  his  right  hand, 
he  began  using  his  left  hand.  Soon  both 
sides  were  affected. 

“At  work,  carpal  tunnel  syndrome, 
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more  often  than  not,  is  triggered  by 
rapid,  repetitive  motion,”  says  Robert 
Schenck,  M.D.,  an  orthopedic  hand  sur¬ 
geon  at  Rush.  “It’s  become  an  on-the- 
job  hazard,  not  only  in  manufacturing 
and  industry,  but  in  offices  as  well, 
where  computer  keyboards  sit  atop 
every  desk.” 

Dr.  Schenck  is  quick  to  emphasize 
that  surgery  cannot  cure  everything 
and  that  “conservative”  care  should  be 
tried  first. 

Some  people  get  relief  by  wearing  a 
splint  with  a  metal  reinforced  bar  that 
keeps  the  wrist  from  flexing  and 
extending.  Changing  the  way  one  holds 
a  tool  or  altering  body  posture  on  the 
job  may  make  a  difference.  Sometimes 
a  change  in  jobs  is  the  last  resort. 
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Danuta  K.  Hoyer,  M.D.,  teaches  medi¬ 
cal  students  the  importance  of  the  use 
of  toiich  in  medical  diagnosis. 


For  up  to  half  the  cases  Dr.  Schenck 
sees,  only  surgery  will  finally  ease  the 
pain.  That  was  the  case  for  Patchen. 

The  surgical  technique  Dr.  Schenck 
used  is  one  in  a  growing  number  of 
new  minimal  access  surgeries  (see 
“Lights . . .  Camera. . .  Scalpel,”  page  24). 
He  is  one  of  the  first  surgeons  in  Chi¬ 
cago  to  perform  the  endoscopic  method 
of  decompression  for  carpal  tunnel 
syndrome.  The  procedure  eliminates 
the  need  for  a  long  surgical  incision. 
Instead,  only  two  half-inch  slits  are 
required  for  the  specially  designed 
instruments  that  allow  the  surgeon  to 
divide  the  ligament.  This  allows  more 
room  in  the  wrist  tunnel  and  takes  the 
pressure  off  the  nerve. 

Because  the  technique  is  so  new. 
Dr.  Schenck  has  begun  a  nationwide 
survey  of  its  effectiveness,  polling 
the  2,000  surgeons  who  now  use  the 
procedure. 

“It  will  take  several  years  to  find  out 
if  this  method  is  as  effective  as  the  tra¬ 
ditional  procedure,  but  the  immediate 
result  we  see  is  that,  on  the  average, 
patients  heal  much  faster  and  get  back 
to  work  in  about  half  the  time,”  he  says. 

Patchen  was  admitted  to  the  hospital, 
had  surgery  on  his  left  hand  and  was 
able  to  go  home  the  same  day.  In  the 
late  hours  of  that  night  he  woke  his 
wife,  excited  with  the  news  that  the 
pain  was  finally  gone.  Two  months 
later  he  had  the  procedure  done  on  his 
right  hand. 

“The  best  part  of  all  of  this,”  says 
Patchen,  “is  that  now  I  don’t  have  to 
think  twice  about  picking  up  one  of 
my  kids  for  a  quick  hug.” 

Unlike  Patchen,  most  of  us,  luckily, 
can  take  touch  for  granted. 

Of  all  five  senses,  touch  probably  has 
the  broadest  scope.  Not  only  does  it 
give  us  information  about  the  world 
around  us,  it  provides  vital  informa¬ 
tion  to  others  about  what’s  going  on 
inside  us. 

Danuta  K.  Hoyer,  M.D.,  internal  medi- 


cine,  teaches  Rush  Medical  College 
students  about  the  diagnostic  use  of 
touch.  In  her  class  on  physical  diagnosis, 
students  learn— by  practicing  on  each 
other— the  importance  of  the  use  of 
touch. 

“Students  learn  the  point  of  maxi¬ 
mum  impulse  of  the  heart,”  Dr.  Hoyer 
says.  “You  feel  the  heart  up  against  the 
wall,  heart  size  and  the  intensity  with 
which  it  beats  against  the  chest  wall. 
It’s  like  a  bit  of  fluttering.  It  feels  like  a 
bird  or  a  butterfly  cupped  in  your  hand. 
If  you  press  too  hard,  you  miss  the 
whole  sensation.  It  takes  a  very  light 
touch-you  have  to  concentrate,  feel¬ 
ing  with  your  fingertips. 

“When  you  touch  an  abdomen,  you 
can  tell  whether  there’s  fluid  or  gas  by 
the  way  it  feels,”  she  says.  “You  can  tell 
whether  it’s  an  ‘acute  abdomen’— 
meaning  someone  who  may  need  to 
go  to  surgery— by  how  rigid  it  is.  Skin 
that  feels  cool  to  the  touch  may  indi¬ 
cate  a  circulatory  problem,”  Dr.  Hoyer 
explains.  “A  hot  joint  may  mean  an 
arthritic  process  or  infection.” 

Touch  can  also  be  therapeutic. 

On  a  typical  Tuesday  afternoon, 
George  Haloftis  can  be  found  in  the 
Special  Care  Nursery  at  Rush,  where 
he  volunteers  as  a  cuddler,  joining 
nurses  in  providing  little  ones  with  the 
gentle  touch  considered  critical  to  their 
development.  Soon  a  tiny  preemie  is 
lulled  to  sleep  with  his  comforting  stroke. 

“With  this  therapeutic  touch  in  a 
soothing  environment,  the  tiny  babies 
have  a  stronger  heart  rate,  more  even 
respiratory  rate,  eat  better,  and  may 
ultimately  be  able  to  go  home  sooner,” 
says  Judy  Friedrichs,  M.S.,  R.N., 
maternal-child  nursing. 

The  benefits  are  not  limited  to 
children. 

In  her  ongoing  research,  Linda 
Hollinger,  Ph.D.,  R.N.,  assistant  chair¬ 
person  of  medical  nursing  at  Rush,  has 
found  that  the  elderly  can  also  thrive 
on  caring  gestures-an  arm  on  the 
shoulder,  perhaps,  or  a  soft  touch  of 
the  hand. 

She  and  her  colleagues  have  discov¬ 
ered  a  strong  relationship  between 
caregivers’  use  of  touch  and  a  lower 
rate  of  depression  among  nursing  home 


Tbuch  is  considered  crucial  to  the  development  of  premature  infants. 


residents.  “Caring  touch  connotes 
acceptance  and  reassurance.  It  pro¬ 
motes  a  positive  self-concept  and  estab¬ 
lishes  one’s  worth  as  a  person,”  says 
Dr.  Hollinger. 

“We’re  not  saying  that  therapeutic 
touch  should  be  used  for  all  patients 
because  clearly  not  everyone  is  com¬ 


fortable  with  it.  But  it’s  important  to 
find  a  way  to  assess  who  would  wel¬ 
come  such  closeness,  because  clearly 
it  can  have  a  positive  impact.” 

Perhaps  Helen  Keller,  blind  and  deaf 
from  early  childhood,  put  it  best  when 
she  said,  “In  touch  is  all  loving  and 
intelligence.”— K.  K.-K. 
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Retired  Army  General  H.  Norman  Schwarzkopf  (center ),  with  Campaign  Chairman  Edgar  D.  Jannotta  (left )  and  Board 
of  Trustees  Chairman  Richard  M.  Morrow. 


The  Campaign  for  Rush 


Medical  Center 
announces 
$310  million 
capital 
campaign. 


The  Medical  Center  announced  a 
$310  million  capital  campaign- 
$150  million  of  which  is  to 
come  from  philanthropy— at  a  kick-off 
dinner  attended  by  more  than  1,000 
business,  civic  and  community  leaders 
at  the  Chicago  Hilton  and  Towers  in 
November.  Principal  speaker  was  Gen. 
H.  Norman  Schwarzkopf  (USA,  Ret.), 
leader  of  U.S.  forces  during  the  Persian 
Gulf  War. 

Edgar  D.  Jannotta,  chairman  of  The 
Campaign  for  Rush,  said  advance  gifts 
and  pledges  of  $83.6  million  had 
already  surpassed  the  halfway  mark 
for  the  Campaign  as  well  as  the  total 
philanthropic  achievement  of  the  Med¬ 
ical  Center’s  campaign  a  decade  ago. 
Included  in  this  amount  were  a  $6  mil¬ 
lion  pledge  from  the  Medical  Staff/ 
Faculty  and  a  $5  million  pledge  from 
the  Woman’s  Board,  to  establish  the 
Woman’s  Board  Depression  Treatment 
&  Research  Center  in  the  Rush  Insti¬ 
tute  for  Mental  Well-Being.  (By  April 


1992,  campaign  gifts  had  passed  the 
$91.4  million  mark.) 

Leo  M.  Henikoff,  M.D.,  Rush  presi¬ 
dent  and  CEO,  paid  tribute  to  faculty 
and  employees  whose  performance  had 
inspired  the  plans  and  served  as  the 
main  stimulus  for  community  support. 
“The  capital  campaign,”  he  said,  “will 
allow  us  to  make  dramatic-even 
revolutionary— changes  in  the  way 
we  deliver  care.” 

Guests  at  the  event  viewed  a 
12-minute  audiovisual  presentation, 
“The  Campaign  for  Rush:  Vision  and 
Values,”  narrated  by  television  journal¬ 
ist  Bill  Kurtis.  The  film  highlighted  the 
primary  components  of  the  Campaign. 

“I  accepted  this  invitation  because 
this  is  a  great  cause,”  Gen.  Schwarzkopf 
told  the  audience. 

“One  of  my  favorite  subjects  happens 
to  be  the  leadership  crisis.  Too  often 
we  focus  on  competence  and  forget 
that  leadership  is  both  competence  and 
character.  It  seems  to  me  that  ‘vision 
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I  “The  Campaign  will  allow  us  to  make 
dramatic— even  revolutionary- 
changes  in  the  way  we  deliver  care.” 


Leo  M.  Henikqff,  M.D.,  Medical  Center 
president  and  CEO. 

and  values’  says  the  same  thing.  What 
a  great  theme  and  Fm  just  proud  to  be 
part  of  it.” 

Gen.  Schwarzkopf  also  paid  tribute 
to  the  Medical  Center  for  the  values  it 
has  adopted  as  central  to  its  mission 
and  operations— excellence,  compas¬ 
sion,  justice,  faith  and  respect— saying, 
“You  ought  to  be  very,  very  proud.” 

The  $310  million  capital  campaign  is 


the  most  ambitious  in  the  154-year 
history  of  the  Medical  Center. 

Of  the  total,  philanthropy  will  provide 
approximately  $70  million  for  restricted 
endowment,  $50  million  toward 
facilities  and  $30  million  to  support 
programs  and  acquire  new  equipment. 

This  philanthropy,  together  with 
funds  generated  through  borrowing 
and  operating  income,  will  focus  on 
support  of  people  and  programs,  which 
includes  the  Rush  Institutes  and  Rush 
University  and  facilities. 

Major  components  of  The  Campaign 
for  Rush  are: 

The  Rush  Institutes 

These  are  multidisciplinary  centers  of 
excellence  in  areas  where  the  Medical 
Center  already  is  recognized  as  a  leader 
and  where  patient  needs  are  great:  can¬ 
cer,  heart  disease,  aging,  mental  illness, 
arthritis  and  orthopedics,  and  the  neuro¬ 
sciences.  Diagnosis  and  treatment  will 
be  provided  in  geographically  unified 


space,  for  efficiency  and  patient  con¬ 
venience.  Research  will  center  on  prob¬ 
lems  encountered  in  clinical  situations. 

Rush  University 

Devoted  exclusively  to  the  preparation 
of  health  care  professionals -physi¬ 
cians,  nurses,  allied  health  profes¬ 
sionals,  researchers  and  managers - 
Rush  University  provides  education  and 
training  in  an  environment  where 
patient  care  is  central.  Endowment  is 
needed  to  recruit  and  retain  distin¬ 
guished  clinicians,  scientists  and 
scholars,  to  provide  scholarships  and 
financial  assistance  to  outstanding 
students,  and  to  support  research. 

Hospitals-Within-A-Hospital 

State-of-the-art  resources  will  be  orga¬ 
nized  to  care  for  patients  with  similar 
health  problems  but  in  comfortable, 
community  hospital  settings  designed 
specifically  for  such  patients.  A  new 
hospital  wing  joined  to  existing  facili¬ 
ties  will  enable  the  Medical  Center  to 
pioneer  several  such  mini-hospitals 
within  the  larger  complex. 

Research  Building 

Research  programs  of  the  Institutes 
will  be  housed  in  an  11-story  facility 
designed  also  to  accommodate  the 
Medical  Center’s  expanding  research 
initiatives,  and  to  promote  and  facUitate 
major  collaborative  research  projects 
at  Rush.  ® 


Guests  included,  seated  (1.  to  r.  ): 

Mr.  and  Mrs.  William  G.  Karnes, 

Mr.  and  Mrs.  F.  Richard  Meyer. 
Standing:  Mr.  and  Mrs.  George  Cole, 
Dr.  and  Mrs.  Armando  Susmano.  In 
background:  Mrs.  Edgar  D.  Jannotta, 
Dr.  Henikoff,  Gen.  Schwarzkopf  and 
Mr.  Jannotta. 
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Surviving  Domestic  Violence 


Anyone  can  be  a  victim, 
but  women  make  up 
most  of  the  casualties. 

by  Pamela  Redd 
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Family  violence  has  been  around 
since  Cain  slew  Abel.  But  only 
in  the  last  20  years  or  so  has  it 
been  acknowledged  as  a  serious  health 
and  social  problem. 

Nationwide  figures  are  staggering- 
each  year  10  million  Americans  are 
abused  by  their  intimate  partners  or 
other  family  members. 

It  may  be  a  physical  injury  or  a  verbal 
assault,  sexual  abuse  or  neglect.  The 
harm  may  be  psychological,  attacks  on 
a  person’s  emotional  well-being  or 
sense  of  self 

Domestic  violence  crosses  all  socio¬ 
economic,  racial  and  religious  bound¬ 
aries.  Anyone  can  be  a  victim  but 
women  make  up  most  of  these  casual¬ 
ties,  accounting  for  95  percent  of  all 
reported  cases,  according  to  the  Illinois 
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Coalition  Against  Domestic  Violence. 

Former  Surgeon  General  C.  Everett 
Koop  has  called  domestic  violence  the 
number-one  health  problem  among 
American  women.  It  may  also  be  the 
most  underreported  crime  against 
women  in  America. 

Even  so,  statistics  that  do  exist  tell  a 
grim  tale.  More  women  are  iryured  in 
their  homes  than  on  the  streets. 
Domestic  violence  causes  more  ir\ju- 
ries  than  muggings,  rapes  and  automo¬ 
bile  accidents  combined. 

The  violence  often  extends  to  children 
-half  or  more  of  the  men  who  abuse 
their  intimate  partners  also  abuse  their 
children. 

In  many  cases,  violence  breeds  vio¬ 
lence.  Children  who  are  abused  or  grow 
up  in  violent  homes  may  come  to 


believe  that  violence  can  be  an  accept¬ 
able  and  efficient  way  to  control  others. 

Breaking  this  cycle  of  violence  is  the 
primary  goal  of  the  Rush  Family  Vio¬ 
lence  Program,  now  in  its  sixth  year.  It 
is  the  only  comprehensive  hospital- 
based  program  in  Ilhnois,  and  one  of  a 
handful  in  the  country  designed  to 
assist  victims  of  family  abuse. 

Intervention:  The  Key 

The  key  to  reducing  violence  is  inter¬ 
vention  and  education,  says  Wendy 
Taylor,  M.S.,  R.N.,  the  coordinator  and 
a  counselor  for  the  program. 

“Without  early  intervention,  domestic 
violence  can  escalate  in  severity  and 
may  result  in  death,”  Tkylor  notes.  “When 
domestic  violence  results  in  murder, 
it  often  reflects  the  community’s  fail¬ 
ure  to  recognize  the  life-threatening 
nature  of  the  problem.  Nationwide, 
about  a  third  of  all  female  homicides 
are  a  result  of  domestic  violence,  and 
that  may  be  a  conservative  figure.” 

Taylor  beheves  that  nurses  and  phy¬ 
sicians  are  in  the  best  position  to  inter¬ 
vene  in  domestic  violence  cases 
because  they  are  usually  the  first  peo¬ 
ple  outside  the  family  to  see  someone 
who  has  been  abused.  “They  are  often 
the  primary  resource  for  victims  of  vio¬ 
lence,”  she  says. 

Experts  estimate  that  one  out  of  five 
women  who  seek  treatment  in  hospi¬ 
tal  emergency  rooms  are  victims  of 
domestic  violence. 

“It’s  important  for  people  in  health 
care  to  be  aware  of  this,”  says  Taylor.  “If 
they  are  not  properly  trained,  they  will 
not  be  able  to  recognize,  much  less 
help,  physically  or  emotionally  abused 
patients,”  she  says. 

At  Rush,  the  Family  Violence  Pro¬ 
gram  works  closely  with  emergency 
room  physicians  and  nurses  so  that 
when  abuse  is  suspected  Thylor  or  one 
of  the  other  counselors  is  notified. 

“In  the  emergency  room,  we  can  inter¬ 
vene  immediately,  because  patients 
who  have  just  suffered  an  injury  are 
more  likely  to  accept  help,”  says  Tkylor. 
“They  are  more  receptive  not  only  to 
counseling  but  also  to  making  alterna¬ 
tive  hving  arrangements,  joining  sup¬ 


Wendy  Ihylor,  M.S.,  R.N.,  Rush  Family  Violence  Program. 


port  groups  and  taking  legal  action.” 

Ihylor  points  to  a  rise  in  the  number 
of  patients  in  the  Rush  program  and 
growing  numbers  of  domestic  violence 
court  cases  as  evidence  that  the  prob¬ 
lem  is  “at  epidemic  proportions.” 

Whether  the  increases  are  due  to 
more  violence  or  greater  willingness  to 
report  it,  she  is  not  sure.  “Domestic 
violence  is  so  prevalent  that  assessing 
all  women  for  abuse,  in  any  clinical 
setting,  should  be  an  integral  part  of 
the  medical  history,”  she  says. 
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Removing  the  Stigma 

“Reluctance  to  report  this  crime  is 
due  in  part  to  the  stigma  attached  to 
battering  as  well  as  to  the  woman’s 
shame,  humiliation  and  fear,”  says 
Ihylor.  “Until  recently,  no  one  really 
looked  at  domestic  violence  as  being  a 
crime.” 

“Society  has  a  tendency  to  look  on 
spouse  abuse  as  a  private  matter  or  as 
a  love  spat  that  will  be  over  quickly,” 
Ihylor  explains.  “However,  over  time. 


the  violence  usually  escalates  in  fre¬ 
quency  and  severity.” 

Taylor  asks  specific  questions  of 
abused  patients  so  she  can  gather  as 
much  information  as  possible  and  piece 
together  what  happened.  Everyone  has 
a  different  definition  of  what  consti¬ 
tutes  abuse.  Some  might  not  view  a 
push,  a  little  slap,  threats  of  physical 
harm  or  name  calling  as  abusive  behav¬ 
ior,  but  it  is.  Iky  lor  says. 

Some  of  the  warning  signs  of  poten¬ 
tial  abusers  include  overly  controlling 
behavior,  extreme  jealousy,  sudden  out¬ 
bursts  of  anger,  and  attempts  to  isolate 
women  from  family  and  friends. 

In  the  beginning  of  an  abusive  rela¬ 
tionship,  a  woman  may  find  her  mate’s 
Jealousy  charming.  No  one  else  ever 
cared  so  much  about  her. 

But  gradually,  excessive  concern  can 
turn  into  domination.  A  woman  may 
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stop  going  to  the  movies  with  her 
girlfriends  to  please  a  mate  who  wants 
her  all  to  himself— who  demands  to 
know  what  she’s  doing,  when  she’s 
doing  it  and  with  whom. 

Pretty  soon  he’s  paying  all  the  bills, 
driving  her  everywhere  she  needs  to 
go,  choosing  her  clothes  and  makeup. 
He  calls  several  times  a  day  to  make 
sure  she’s  at  work.  He  demands 
“perfection”-a  hot  dinner  on  the  table 
at  6  p.m.  every  evening.  He  feels  that 
anything  less  is  cause  for  verbal  or 
physical  abuse  or  both. 

Blaming  the  Victim 

“Most  abusers  blame  their  violence  on 
their  partners  or  something  else,”  says 
Tkylor.  “They  often  deny  how  violent 
they  are  or  have  been,  usually  minimize 
what  they  have  done  and  refuse  to  take 
responsibility  for  their  actions.  The 
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The  emergency  room  is  an  ideal 
place  to  interview  victims  of  domestic 
violence  because  it  allows  for 
immediate  intervention. 


majority  feel  a  sense  of  entitlement  and 
justification  for  their  abusive  behavior.” 

Women  stay  in  abusive  relationships 
for  many  reasons.  “They  may  leave  peri¬ 
odically,  but  they  return  because  of  reli¬ 
gious  beliefs,  fear,  intimidation,  and  a 
lack  of  money  and  support  from  fiiends 
and  family  to  allow  them  to  make  it  on 
their  own,”  says  Abigail  Sivan,  Ph.D.,  a 
clinical  psychologist  in  the  Department 
of  Psychiatry  at  Rush. 

“They  usually  believe  there’s  no  one 
to  turn  to  because  their  abusers  often 
keep  them  isolated.  They  lose  the  abil¬ 
ity  to  take  action  on  their  own  behalf?’ 

According  to  Dr.  Sivan,  many  battered 
women  minimize  their  abusers’  vio¬ 
lent  behavior  and  somehow  feel  they 
are  responsible  for  their  abusers’ 
actions.  They  try  to  make  excuses. 

Maybe  the  dress  she  wore  for  that 
romantic  dinner  on  the  town  wasn’t 
pretty  enough.  Maybe  her  shoes  made 
her  taller  than  him.  Maybe  she  wore 
too  much  makeup,  talked  too  loud, 
talked  about  the  wrong  things. 

“In  general,  society  holds  the  woman 
responsible  for  the  success  or  failure 
of  a  relationship.  And  abusers  often 
blame  their  victims  for  provoking  the 
violence.” 

One  in  six  cases  handled  by  Tamara 
Goldman  Sher,  Ph.D.,  a  marital  coun¬ 
selor  in  the  Department  of  Psychology 
and  Social  Sciences  at  Rush,  involves 
abuse. 

“A  key  element  that  hinders  these 
women  from  leaving  their  abusive  part¬ 
ner  is  low  self-esteem.  Having  little  or 
no  self-esteem  is  very  paralyzing  for 
people,”  she  says.  Other  factors  include 
worry  about  the  children  and  the  good- 
wife  syndrome,  when  a  woman  believes, 
“I  can’t  leave  him.  He  needs  me.” 

Abusers  often  try  to  blame  the  effects 
of  alcohol  for  their  behavior.  Studies 
have  shown  that  about  half  of  the  men 
who  beat  their  mates  also  abuse 
alcohol.  “Alcohol  can  play  a  part,  but  it 
is  not  the  cause,”  says  Tkylor. 


Breaking  the  cycle  of  violence  is  the  'primary  goal  of  the  Rush  Family 
Violence  Program. 


“Many  abusers  are  very  apologetic 
after  a  battering  incident,”  she  says. 
“They  may  try  to  make  up  for  their 
actions  with  expensive  gifts,  and  even 
promise  never  to  hit  their  mates  again. 
And  at  that  particular  moment  they 
may  be  very  sincere.” 

But  something  eventually  triggers 
another  violent  episode  and  the  cycle 
of  violence  repeats  itself. 

Keeping  accurate  and  detailed  medi¬ 
cal  records,  including  photographs  of 
the  injuries,  in  domestic  violence  cases 
is  vital,  says  Taylor.  Medical  records 
are  legal  documents  admissible  in 
court.  Survivors  of  domestic  violence 
have  a  better  chance  of  making  their 
case  stick  in  court  when  they  have 
documented  evidence  that  they  were 
injured  and  required  medical  treatment. 

Taking  Control 

A  victim  of  abuse  can  obtain  an  order 
of  protection,  which  is  issued  by  a  judge 
and  has  more  clout  than  a  restraining 
order  or  peace  bond.  Its  purpose  is  to 
protect  the  victim  by  prohibiting  the 
abuser  from  further  harming  and 
harassing  the  person  or  destroying 
property.  If  the  abuser  violates  the 
order,  he  can  be  held  in  contempt  of 
court,  arrested  and  jailed. 

Women  who  attempt  to  leave  their 
abusive  partners  take  the  risk  of  suf¬ 
fering  worse  violence. 

This  was  the  case  in  two  recently 
publicized  incidents  with  tragic 
outcomes-the  Milwaukee  woman 
stabbed  to  death  by  her  former  live-in 
companion  and  the  northwest  subur¬ 
ban  woman  whose  estranged  husband 
shot  her  down  in  her  Mt.  Prospect 
office. 

Critics  of  the  legal  system  argue  that 
the  law  too  often  fails  to  protect  bat¬ 
tered  women. 

Last  year  20,000  cases  involving 
domestic  violence  were  prosecuted  in 
Chicago.  Only  1,300  convictions  were 
handed  down,  according  to  the  Domes¬ 
tic  Violence  Court  Advocacy  Program. 
Instead  of  being  jailed  for  violent  acts, 
abusive  men  are  fi'equently  released 
by  disbelieving  judges. 

Society’s  indifferent  attitude  toward 
abuse  may  be  slowly  changing. 


however.  Within  the  last  year  the  num¬ 
ber  of  orders  of  protection  handed 
down  by  judges  in  Illinois  increased  62 
percent,  according  to  Anson  Emmerling 
of  the  Illinois  Coalition  Against  Domes¬ 
tic  Violence.“This  may  be  attributed  to 


an  increase  in  awareness  and  a  grow 
ing  sense  of  empathy,”  he  says. 

At  Rush,  counselors  provide  abused 
women  with  up-to-date  information 
about  shelters,  support  groups  and  the 
legal  resources  available  to  them. 

Says  Taylor,  “Our  clients  usually 
begin  the  process  of  getting  out  of  abu¬ 
sive  situations  when  the  time  is  right 
for  them,  when  they  have  gathered 
their  courage  and  strength,  and  when 


they  gain  true  confidence  within 
themselves.” 

Education  is  often  the  key  to  break¬ 
ing  the  cycle  of  violence. 

According  to  Taylor,  “Through  edu¬ 
cation,  we  can  empower  women  who 


have  been  abused  and  help  them  take 
control  of  their  lives.  We  make  them 
aware  of  their  options  and  reassure 
them  that  they  do  not  deserve  to  be 
verbally,  physically  or  emotionally 
abused  by  anyone.  We  inform  them 
that  physical  violence  is  a  crime  and 
should  be  treated  as  such.  We  let  them 
know  they  are  not  alone  and  that  they 
don’t  have  to  face  this  situation  by 
themselves.  We  are  here  to  help  them.” 

(D 


I  “Through  education,  we  can  empower 
women  who  have  been  abused  and 
help  them  take  control  of  their  lives” 
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Although  a  gallbladder 
removal  won’t  make  the 
Nielsen  ratings,  video 
technology  is  revolutionizing 
surgery. 

Until  recently,  surgery  to  remove 
the  gallbladder— called  cholecys- 
tectomy-always  meant  a  six-inch 
abdominal  incision  and  four  or 
five  days  in  the  hospital,  followed 
by  up  to  six  weeks  to  recuperate. 
But  last  August,  Marilyn  Dort,  57, 
had  her  gallbladder  taken  out  on  a 
Thursday  and  was  discharged 
fi:*om  the  hospital  the  next  day  By 
Sunday,  she  was  driving  and  taking 
long  walks.  A  week  later,  she  was 
back  at  work. 

“My  family  was  astounded  that  I 
was  up  and  about  so  quickly”  says 
Dort,  a  Chicago  nurse. 

Dort  had  a  laparoscopic  cho¬ 
lecystectomy,  one  of  a  series  of 
new  minimal  access  techniques 
that  are  transforming  the  way 
sui^eons  operate.  “Minimal  access” 
refers  to  the  fact  that  the  surgery 
is  performed  through  tiny  holes 
instead  of  a  large  incision.  This 
means  less  skin,  muscle  and  nerve 
damage,  so  patients  are  out  of  the 
hospital  and  back  on  their  feet  in 
days  instead  of  weeks. 

In  these  new  operations,  a  mini 
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new  light  on  surgery. 
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by  Cheryl  Janusz 


video  camera  attached  to  a  tele¬ 
scopic  tube  allows  a  surgeon  to  see 
inside  a  patient’s  abdomen  or  chest 
through  a  puncture.  The  camera 
transmits  a  vivid,  magnified  pic¬ 
ture  of  what’s  going  on  inside  the 
body  cavity  to  a  nearby  video  mon¬ 
itor.  Guided  by  this  video  image, 
the  surgeon  uses  miniature,  spe¬ 
cially  adapted  surgical  instru¬ 
ments  to  extract  diseased  organs, 
remove  benign  tumors,  or  perform 
intricate  procedures  such  as  her¬ 
nia  repairs— all  through  four  or  five 
incisions,  each  smaller  than  the 
tip  of  a  finger. 

“Minimal  access  techniques  aren’t 
a  gimmick.  Of  course,  there  are 
risks,  just  as  there  are  with  any 
type  of  surgery.  But  these  new  tech¬ 
niques  are  fundamentally  chang¬ 
ing  our  approach  in  the  operating 
room,”  says  Steven  G.  Economou, 
M.D.,  the  Helen  Shedd  Keith  Pro¬ 
fessor  and  chairman  of  the  Depart¬ 
ment  of  General  Surgery. 

“With  everything  on  the  screen 
magnified  more  than  10  times,  one 
can  even  see  small  blood  vessels 
that  might  otherwise  escape  the 
surgeon’s  view,”  he  explains. 

The  idea  of  operating  through 
tiny  incisions  isn’t  new.  As  early 
as  1910,  European  doctors  were 
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Marilyn  Dort  was  up  and  about 
within  days  of  minimal  access 
gallbladder  surgery. 


performing  abdominal  exploratory 
procedures  through  small  viewing 
tubes.  But  the  addition  of  video 
technology  in  recent  years  has 
broadened  the  appeal  of  this  technique 
for  surgery. 

The  simple  viewing  tube  has  been 
replaced  by  a  scope-a  telescope-like 
device  with  a  miniature  camera  and 
fiberoptic  light  bundle  fastened  to  its 
end. 

Nearly  every  field  of  medicine  uses  a 
scope  for  some  procedure.  With  a 
colonoscope,  gastroenterologists 
inspect  the  colon.  With  an  arthroscope, 
orthopedic  surgeons  examine  and 
repair  damaged  knee  joints.  With  a 
laryngostroboscope,  voice  pathologists 
explore  vocal-cord  problems.  And  the 
list  goes  on. 

In  general  surgery,  many  common 
operations  are  performed  with  a  lapa¬ 
roscope,  designed  to  inspect  the  inside 
of  the  abdomen.  Introduced  just  a  few 
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years  ago,  laparoscopic  cholecystec¬ 
tomy  now  accounts  for  about  80  per¬ 
cent  of  gallbladder  surgeries.  More 
recently,  laparoscopy  was  also  adopted 
for  appendectomies. 

Like  most  minimal  access  surgeries, 
laparoscopic  cholecystectomy  and 
appendectomy  are  performed  under 
general  anesthesia.  Once  the  patient  is 


asleep,  the  laparoscope  is  slipped  into 
the  abdomen  through  a  quarter-inch 
incision,  typically  at  the  navel.  Small 
tubes  called  trocars  are  placed  to  let 
the  surgeon  insert  miniature  forceps, 
scissors  and  other  surgical  tools. 

Through  one  trocar,  carbon  dioxide 
is  pumped  into  the  abdomen,  lifting 
the  skin  and  muscles  above  and  away 
from  the  internal  organs.  “This  gives 
us  a  larger  field  to  work  in  and  improves 
the  view  we  get  through  the  camera.  It 
lets  us  see  everything  in  the  abdomen, 
including  the  surgical  instruments, 
with  absolute  clarity,”  explains  Daniel 
J.  Deziel,  M.D.,  associate  professor  of 
general  surgery  at  Rush. 

Vanguard  Techniques 

Surgeons  say  that  laparoscopy  lets 
them  achieve  the  same  goals  as  tradi¬ 
tional,  open-abdomen  surgery-but 
with  several  significant  advantages  to 
patients.  “In  addition  to  less  pain  and  a 
quicker  recovery,  laparoscopy  offers  the 
cosmetic  advantage  of  a  much  smaller 
scar,”  says  Jose  Velasco,  M.D.,  associ¬ 
ate  professor  of  general  surgery  and 
chairman  of  the  Department  of  Sur¬ 
gery  at  Rush  North  Shore  Medical  Cen¬ 
ter  in  Skokie,  Illinois. 

“The  appendix,  for  example,  is  only 
the  size  of  an  index  finger.  As  long  as  it 
hasn’t  ruptured,  it’s  fairly  easy  to  remove 
through  a  small  incision,”  he  explains. 

A  few  years  ago,  the  only  way  to  be 
sure  someone  even  had  appendicitis 
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was  to  cut  open  the  abdomen.  “With 
laparoscopy,  we  can  confirm  diagno¬ 
ses  through  a  tiny  hole,”  says  Dr. 
Velasco.  “If  it’s  appendicitis,  we  remove 
the  appendix  laparoscopicaUy.  If  it’s  not 
appendicitis,  we’ve  avoided  the  muscle 
and  tissue  damage  of  a  traditional 
operation.” 

Eileen  Hurt,  31,  had  a  laparoscopic 


appendectomy  last  June.  With  two 
preschool-age  children  and  a  full-time 
job  as  a  bookkeeper,  she  was  panicked 
by  the  prospect  of  weeks  of  disability. 
“My  sister  and  brother  each  had  an 
appendectomy  years  ago  and  they  were 
both  off  work  for  well  over  a  month,” 
recalls  Hurt. 

But  after  a  laparoscopic  appendec¬ 
tomy,  she  was  home  the  next  day  and 
back  at  work  a  week  later.  “Two  days 
after  the  operation,  I  no  longer  needed 
pain  medication,”  she  says. 

As  new  miniature  instruments  are 
developed,  other  laparoscopic  opera¬ 
tions  are  becoming  possible. 

One  of  the  most  recent  is  laparoscopic 
nephrectomy,  or  kidney  removal.  In  this 
surgery,  the  diseased  kidney  is  dis¬ 
sected  into  small  pieces,  which  are  then 
vacuumed  out  of  the  body  with  a  small 
suction  device,  operated  through  a 
tube  in  the  abdomen. 

Other  vanguard  techniques  include 
laparoscopic  hernia  repair,  in  which 
special  instruments  are  used  to  stitch 
a  piece  of  synthetic  mesh  to  repair  rup¬ 
tured  tissue.  Using  laparoscopic  guid¬ 
ance,  surgeons  can  also  patch  ulcers 
that  have  perforated  the  stomach  waU. 

Patients  with  recurrent  ulcers  may 
benefit  from  still  another  laparoscopic 
surgery  to  decrease  the  amount  of  cor¬ 
rosive  acid  produced  by  the  stomach. 
Using  a  tiny  blade,  a  surgeon  can  cut 
the  vagus  nerve,  which  stimulates  acid- 
secreting  cells. 

Laparoscopic  techniques  are  chang- 


^Minimal  access  techniques . . .  are 
Jundamentally  changing  our 
approach  in  the  operating  room.  ” 


New  techniques  require  the  development  of  special  surgical  instruments. 


ing  some  conventional  gynecological 
surgeries,  too.  Laparoscopes  are  now 
commonly  used  to  remove  ovarian 
cysts  and  small  fibroid  tumors,  and  to 
treat  endometriosis. 

When  endometriosis  strikes,  the  tis¬ 
sue  that  normally  lines  the  uterus 
grows  outside  of  the  uterus,  sometimes 
causing  severe  menstrual  cramps,  gas¬ 
trointestinal  symptoms  and  even  infer¬ 
tility.  Using  a  laparoscope  tipped  with 
a  laser,  gynecologists  can  vaporize  this 
troublesome  endometrial  tissue  with  a 
focused  zap  of  laser  energy. 

In  certain  cases,  laparoscopy  is  used 
to  extract  larger  fibroid  tumors  or  to 
terminate  dangerous  ectopic  pregnan¬ 
cies,  which  occur  when  fertilized  eggs 
attach  and  grow  outside  the  uterus. 
Over  the  next  few  years,  experts  pre¬ 
dict  that  laparoscopy  will  become  a 
more  common  technique  for  perform¬ 
ing  hysterectomies. 

Now,  about  one- third  of  conventional 
hysterectomies  are  performed  vagi- 
nally,  with  the  rest  done  through  a  six- 
inch  abdominal  incision.  Women 
whoVe  had  previous  abdominal  sur¬ 
geries  generally  cannot  have  vaginal 
hysterectomies.  The  same  holds  true 
for  women  with  endometriosis,  large 
fibroids  or  extensive  scar  tissue. 

But  with  help  from  a  laparoscope, 
many  of  these  women  can  avoid  long 
abdominal  incisions. 

Quicker  Recovery 

“With  laparoscopy,  we  can  detach  the 
ovaries  and  uterus,  and  seal  off  the 
blood  vessels  through  a  tiny  hole  in 
the  abdomen.  Then  these  organs  are 
removed  through  the  natural  opening 
of  the  vagina,”  says  Julian  T.  Archie, 
M.D.,  associate  professor  of  obstetrics 
and  gynecology  at  Rush.  The  average 
hospital  stay  after  this  surgery  is  a  day 
and  a  half,  as  compared  to  four  to  six 
days  after  an  abdominal  hysterectomy. 

Minimal  access  techniques  are  also 
transforming  colon  surgery. 

When  a  cancerous  growth  called  a 
polyp  was  found  on  the  lower  portion 
of  her  colon,  77-year-old  Gladyce 
Doering  of  Green  Bay,  Wisconsin,  was 
advised  by  medical  experts  to  have 


most  of  her  colon  removed.  She  was 
warned  that  her  recovery  would  be 
slow  and  that  bowel  function  would 
never  be  normal.  With  much  of  the 
colon  gone,  a  hole  in  the  abdominal 
wall— a  colostomy— would  provide  for 
the  elimination  of  waste. 

But  thanks  to  a  new  surgical  tech¬ 
nique,  transanal  endoscopic  microsur¬ 
gery,  Doering  now  has  an  intact  colon 
and  near-normal  bowel  function.  Her 
recovery  fi'om  the  surgery  was  quick 
and  virtually  painless.  Best  of  all,  one 
year  later  she’s  cancer-free. 

In  this  microsurgery,  an  instrument 
called  a  rectoscope  is  used  to  remove 
rectal  polyps  and  certain  superficial 
cancers  of  the  rectum  and  sigmoid-the 
part  of  the  colon  immediately  above 
the  rectum.  The  procedure  is  per¬ 
formed  through  the  anus,  so  no  abdom¬ 
inal  incision  is  required. 

The  technique  was  developed  and 
perfected  by  Professor  Gerhard  Buess 


of  the  Eberhard-Karls  Universitaet, 
Tubingen,  Germany.  Theodore  J. 
Saclarides,  M.D.,  assistant  professor  of 
general  surgery  at  Rush,  is  one  of  a 
handful  of  U.S.  surgeons  trained  to  per¬ 
form  this  microsurgery. 

“Removing  polyps  through  the  anus 
isn’t  new.  But  conventional  surgical 
tools  confine  surgeons  to  the  lower¬ 
most  five  to  eight  centimeters  of  the 
bowel,”  says  Dr.  Saclarides.  “The  recto- 
scope  gives  us  access  to  polyps  as  high 
as  20  centimeters  up  in  the  bowel— an 
area  previously  accessible  only  through 
a  large  abdominal  incision.” 

Because  it  allows  the  surgeon  greater 
precision,  transanal  endoscopic  micro¬ 
surgery  is  also  used  in  cases  like 
Doering’s,  to  remove  larger  cancers  that 
might  otherwise  warrant  removal  of 
the  colon. 

For  noncancerous  polyps  too  big  or 
otherwise  inaccessible  to  a  rectoscope. 
Dr.  Saclarides  performs  laparoscopic 
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colectomies.  Guided  by  a  laparoscope, 
he  can  dissect  a  section  of  the  colon 
and  then  remove  it  through  a  small 
hole  in  the  abdomen,  sparing  the 
patient  the  trauma  of  standard  abdom¬ 
inal  surgery. 

Unlike  laparoscopic  gallbladder 
removal,  these  techniques  probably 
won’t  be  common  at  small  hospitals, 
says  Dr.  Saclarides. 

“Operations  like  transanal  endoscopic 
microsurgery  are  more  difficult  to  per¬ 
form  than  the  average  laparoscopic  sur¬ 
gery  and  the  equipment  is  expensive. 
As  a  result,  this  type  of  surgery  will 
likely  be  done  more  frequently  at  a 
university  center,”  he  says. 


Remapping  the  Chest 

While  colorectal  surgeons  pave  less 
invasive  paths  to  the  colon,  thoracic 
surgeons  are  remapping  the  chest. 
Using  a  technique  called  thoracoscopy, 
surgeons  can  explore  the  lungs  and 
surrounding  space  through  small  holes 
in  the  chest,  avoiding  the  muscle  cut¬ 
ting  required  by  many  standard  open- 
chest  operations. 

“We’ve  been  diagnosing  thoracic 
problems  with  a  scope  for  more  than 
50  years.  But  with  video  technology, 
we  can  now  correct  certain  problems 
as  well  as  diagnose  them,”  says  William 
H.  Warren,  M.D.,  associate  professor  of 


cardiovascular-thoracic  surgery  and 
pathology  at  Rush. 

Thoracoscopy  spared  Sharon  Taylor, 
31,  of  Gary,  Indiana,  the  five-inch  in¬ 
cision  she  would  have  needed  for  a 
standard  lung  biopsy. 

Taylor,  who  had  a  long  history  of 
breathing  difficulties,  was  sent  for  a 
biopsy  after  a  lung  x-ray  revealed  the 
presence  of  abnormal  tissue.  Through 
thoracoscopy,  a  sample  of  lung  tissue 
was  removed,  tested,  and  found  to  be 
fi'ee  of  cancer.  Also,  much  of  the  abnor¬ 
mal  tissue— scarring  fi-om  previous  lung 
infections-was  taken  out. 

With  most  of  the  scar  tissue  gone, 
Thylor’s  breathing  problems  are  eas¬ 
ing.  Antibiotics  are  clearing  up  her 
remaining  symptoms.  “I’m  grateful 
that  I  don’t  have  cancer,”  she  says.  “But 
I’m  also  grateful  I  didn’t  have  to  get  a 
large  scar  to  find  that  out.” 

During  thoracoscopy,  the  patient  is 
put  on  a  ventilator  and  air  to  the  lung 
undergoing  surgery  is  blocked.  The  tho¬ 
racoscope  is  then  inserted  through  a 
half-inch  incision  in  the  middle  of  the 
chest,  while  surgical  instruments  are 
maneuvered  through  two  other  half¬ 
inch  incisions,  strategically  placed  else¬ 
where  on  the  chest  wall. 

Thoracoscopy  is  being  used  success¬ 
fully  for  other  common  chest  proce¬ 
dures,  such  as  removing  cysts  and 
benign  tumors,  draining  abcesses  and 
fluid  collections,  and  resecting  blister¬ 
like  areas  on  lungs  that  rupture  and 
cause  lungs  to  collapse. 

“If  a  cyst  or  benign  tumor  is  found, 
small  staplers  and  blades  are  used  to 
remove  the  wedge  of  lung  tissue.  Other 
lesions  can  be  dissected  away  and 
removed,  or  removed  with  a  laser,”  says 
Douglas  R.  Norman,  M.D.,  a  thoracic 
surgeon  at  Rush  North  Shore. 

As  new  miniature  surgical  tools  are 
developed,  thoracoscopy  will  be  used  for 
more  procedures.  But  experts  caution 
that  the  technique  shouldn’t  be  seen 
as  a  panacea  for  every  chest  ailment. 

“We  can  only  remove  so  much  tissue 
through  a  tiny  hole,”  explains  Dr. 
Warren.  “To  remove  a  large  piece  of  the 
lung,  we’d  have  to  widen  the  incision 
to  the  point  where  we  might  as  well  do 
traditional  surgery.” 


The  mini  camera,  attached  to  the  end  of  a  telescopic  tube,  fits  in  the  palm  of a  hand. 


Surgical  tools  used  in  the  new  minimal  access  techniques  are  a  fraction  of  the 
size  of  standard  instruments. 
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The  camera  transmits  a  magnified  picture  of  what’s  going  on  inside  the  body  to  a  nearby  video  monitor  which  guides 
surgeons  during  minimal  access  procedures. 


Not  A  Cure-All 

Thoracoscopy  isn’t  an  option  for 
patients  with  extensive  lung  problems 
like  end-stage  emphysema.  Traditional 
surgery  is  also  favored  for  patients  with 
lung  tumors  proven  to  be  cancerous. 
With  thoracoscopy,  explains  Dr.  War¬ 
ren,  only  a  small  piece  of  the  lung,  not 
the  entire  lobe,  is  removed.  Many 
experts  question  the  long-term  bene¬ 
fits  of  this  more  limited  type  of  surgery 
for  curing  early  lung  cancer,  even  when 
performed  through  a  large  incision. 

“It’s  possible  that  taking  out  the  whole 
lobe  is  the  best  way  to  prevent  cancer 
from  recurring,”  says  Dr.  Warren.  “Right 
now,  there’s  no  clear  answer.  But  the 
debate  should  be  settled  by  scientific 
data  rather  than  a  patient’s  desire  for  a 
small  incision.” 

For  other  cancers,  techniques  like 
laparoscopy  aren’t  generally  used  to 


extract  tumors— at  least  for  now,  says 
Thomas  R.  Witt,  M.D.,  associate  profes¬ 
sor  of  general  surgery  at  Rush. 

“Using  current  minimal  access  tech¬ 
nologies,  it’s  unlikely  that  the  entire 
cancer  could  be  removed.  Also,  there’s 
concern  about  spUling  tumor  cells,”  says 
Dr.  Witt. 

One  exception  is  the  use  of  transanal 
endoscopic  microsurgery  to  extract 
malignant  colon  and  rectal  polyps. 
Caught  early  enough,  these  cancers 
tend  to  be  superficial  and  self- 
contained.  “So  an  endoscope  can  usu¬ 
ally  remove  the  entire  cancer  quite 
effectively,”  says  Dr.  Witt. 

Still,  this  microsurgery  is  used  selec¬ 
tively.  Bulky,  invasive  colon  and  rectal 
tumors  are  always  removed  through 
abdominal  surgery,  says  Dr.  Saclarides. 
Even  for  small  malignancies,  he’s  hesi¬ 
tant  to  pronounce  the  surgery  a 
cure-all. 


“Is  transanal  endoscopic  microsur¬ 
gery  as  effective  for  cancer  as  tradi¬ 
tional  abdominal  surgery?  We  still  don’t 
know  for  sure,”  says  Dr.  Saclarides. 
“Minimal  access  bowel  surgeries 
haven’t  been  around  long  enough  for 
us  to  estabhsh  good,  scientific  success 
rates.  Even  today,  not  many  are  per¬ 
formed  outside  Europe.” 

While  they  have  hmited  use  in  can¬ 
cer  surgery,  minimal  access  techniques 
have  transformed  cancer  diagnosis.  In 
the  past,  surgeons  had  to  cut  a  patient 
open  to  see  if  cancer  had  spread 
throughout  the  abdomen.  Now,  this  can 
be  done  laparoscopically.  Through  a 
httle  hole,  surgeons  remove  a  tissue 
sample  and  look  for  evidence  of  liver 
involvement  and  “peritoneal  seeding” 
—implants  of  tumor  on  organ  and  tis¬ 
sue  surfaces. 

“These  are  signs  that  the  cancer  has 
spread  beyond  the  primary  tumor  site,” 
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Daniel  J.  Deziel,  M.D.,  general  surgery. 


says  Dr.  Witt.  “Knowing  this  helps  us 
determine  if  the  best  treatment  to 
remove  the  tumor  is  surgery,  radiation 
therapy,  or  chemotherapy.” 

For  cancers  of  the  urinary  tract, 
laparoscopic  biopsies  are  sometimes 
performed  to  determine  whether  can¬ 
cer  has  spread  to  the  lymph  nodes.  “If 
we  find  that  cancer  has  not  spread  to 
the  lymph  nodes,  we  know  that  the 
patient  is  a  candidate  for  radiation  ther¬ 
apy  or  surgery.  Before  laparoscopy  this 
treatment  decision  could  only  be  con¬ 
firmed  through  extensive  abdominal 
surgery,”  says  Bruce  Berkson,  M.D.,  a 
urologist  who  performs  laparoscopic 
biopsies  at  Rush  North  Shore. 

Across  the  country,  these  minimal 
access  surgeries  are  being  performed 
with  stunning  technical  success.  But 
most  surgeons  temper  enthusiasm 
with  caution. 

30 


Today,  laparoscopic  gallbladder  and 
appendix  removals  are  standard.  “WeVe 
had  enough  experience  to  know  they’re 
as  successful  as  traditional  surgeries,” 
says  Dr.  Deziel.  “But  the  long-term  bene¬ 
fits  of  some  of  the  newest  techniques 


remain  to  be  scientifically  evaluated.” 

Complications  unique  to  minimal 
access  surgeries  are  also  under  study. 
Surveying  hospitals  nationwide.  Dr. 
Deziel  has  collected  data  on  more  than 
75,000  patients  who  had  laparoscopic 
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cholecystectomies.  Comparing  compli¬ 
cation  rates  with  those  of  traditional 
surgery,  he  found  that  laparoscopy 
involves  a  higher  risk  for  blood  vessel 
damage  and  ir\jury  to  other  structures 
such  as  the  intestines  and  bile  duct. 
“These  complications,  while  very  rare, 
can  be  fatal,”  says  Dr.  Deziel. 

His  findings  also  suggest  that  a  sur¬ 
geon’s  breadth  of  experience  with 
laparoscopy  can  influence  a  patient’s 
risk  for  injury.  In  the  operating  room,  if 
it  appears  that  a  case  is  more  complex 
than  previously  suspected,  surgeons 
are  required  to  abandon  laparoscopy 
and  revert  to  traditional  surgery.  “More 
experienced  surgeons  seem  better  able 
to  Judge  when  laparoscopy  poses  a  seri¬ 
ous  risk,”  says  Dr.  Deziel. 

Minimal  access  operations  aren’t  reg¬ 
ulated  by  the  Food  and  Drug  Adminis¬ 
tration.  But  professional  organizations 
like  the  Society  of  American  Gastroen- 
terologic  Surgeons  and  the  American 
College  of  Surgeons  have  issued  guide¬ 
lines  stating,  among  other  things,  the 
qualifications  a  surgeon  needs  to  have 
to  perform  minimal  access  operations. 
Laparoscopic  cholecystectomy,  for 
example,  should  only  be  done  by  quali¬ 
fied  bihary  surgeons  who  have  dem¬ 
onstrated  proficiency  in  laparoscopic 
techniques. 

Dr.  Archie,  who  has  performed  mini¬ 
mal  access  gynecological  surgeries  for 
more  than  20  years,  says  “patients 
should  be  smart  consumers. 

“Any  new  technique,  minimal  access 
or  otherwise,  involves  a  learning  curve,” 
he  says.  “If  you’re  having  surgery,  make 


sure  your  surgeon  is  familiar  with  the 
procedure  and  knowledgeable  about 
potential  complications.  There’s  noth¬ 
ing  wrong  with  making  sure  that  your 
surgeon  is  operating  within  the  realm 
of  his  or  her  experience.”  ® 


“Patients  should  be  smart  consumers. . . 
Make  sure  your  surgeon  is  familiar 
with  the  procedure.  ” 


Bringing  More  Minority  Students  Into  Medicine 


by  Beverly  B.  Huckman 
and  Bruce  Rattenhury 


Beverly  Huckman,  equal  opportunity 
coordinator  for  acaxiemic  affairs  at 
Rush  University,  chaired  the  Rush 
Task  Force  on  the  Recruitment  of 
Minority  Medical  Students.  Bruce 
Rattenbury,  associate  vice  president 
for  philanthropy  and  communication, 
was  a  member  of  the  task  force.  This 
summary  of  the  groups  findings  out¬ 
lines  the  dimensions  of  a  national 
problem  and  offers  guidance  on  how 
it  may  be  addressed. 


Greatly  increased  enrollment  of 
minority  students  in  medical 
school  in  America  today  has 
become  a  moral,  social  and  corporate 
imperative.  It  calls  for  bold  and  demand¬ 
ing  measures  which,  to  borrow  an  ana¬ 
log  from  the  practice  of  medicine  itself, 
could  justly  be  described  as  “heroic.” 

The  problem  is  simply  stated:  The 
accelerating  growth  of  a  major  segment 
of  our  society  has  steadily  outpaced 
the  development  of  resources  to  meet 
even  its  most  basic  health  needs. 

This  issue  is  not  a  new  one.  A  genera¬ 
tion  ago  the  Association  of  American 
Medical  Colleges  (AAMC)  assigned  high 
priority  to  bringing  minority  physicians 
and  populations  into  better  balance. 


The  problem,  at  first,  appeared  to  be 
responding  to  these  early  energetic 
efforts.  In  the  mid-1960s,  approxi¬ 
mately  12  percent  of  the  total  U.S.  pop¬ 
ulation,  but  still  fewer  than  three 
percent  of  physicians,  were  from  minor¬ 
ity  groups  underrepresented  in 
medicine— blacks,  Mexican-Americans, 
mainland  Puerto  Ricans,  and  Ameri¬ 
can  Indians.  By  1975,  first-year  enroll¬ 
ment  of  underrepresented  minority 
students  in  U.S.  medical  colleges  had 
risen  to  10  percent.  That  was,  rela¬ 
tively  speaking,  a  high-water  mark. 

In  1990,  the  same  minority  groups 
had  grown  to  over  19  percent  of  the 
total  U.S.  population.  Their  represen¬ 
tation  in  medical  college  entering 
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Under  the  guidance  of  Wayne  C.  Williamson,  M.D.  (center),  internal  medicine, 
a  Rush  medical  student  examines  a  patient. 


classes,  however,  was  still  only  10 
percent.  This  worsening  condition  of 
an  expanding  low-income  population, 
together  with  a  loss  of  momentum  in 
medical  school  recruitment  efforts, 
lends  added  urgency  to  measures  to 
reverse  the  impact  of  these  trends. 

The  AAMC  has  recently  established 
“Project  3000  by  2000,”  whose  primary 
goal  is  to  increase  first-year  medical 
school  enrollment  of  underrepresented 
minority  students  to  3000  by  the  year 
2000.  This  will  mean  nearly  doubling 
the  1,584  students  who  entered  medi¬ 
cal  school  in  1991. 

Robert  G.  Petersdorf,  M.D.,  president 
of  the  AAMC,  has  said  the  project  “is 
based  on  the  premise  that  academic 
medical  centers  are  an  integral  part  of 
the  communities  they  serve.”  The  new 
national  program  will  employ  multiple 
strategies,  including: 

•  Intensified  efforts  to  recruit  under¬ 
graduate  minority  students  through 
innovative  admissions  agreements 
and  identification  of  those  “lost  in  the 
pipeline.” 

•  Linkages  of  academic  health  centers 
with  undergraduate  colleges  and  local 
school  systems.  This  calls  for  the  cre¬ 
ation  of  magnet  health  sciences  high 
schools  with  substantial  minority 
enrollments,  better  tracking  of  stu¬ 
dents  who  demonstrate  an  interest 
in  science  and  a  program  of  student 
summer  and  after-school  jobs  that 
nurture  their  interests. 

•Curricular  enrichment  and  teacher 
training  programs. 

Why  is  it  so  important  to  increase  the 
supply  of  minority  health  professionals? 

For  starters,  consider  the  dimensions 
of  the  health  problems  represented  by 
this  group.  Every  index  and  census 
tells  us  that  the  nation’s  populations  of 
blacks,  Mexican-Americans,  American 
Indians,  and  mainland  Puerto  Ricans 
will  continue  to  grow.  Within  these  pop¬ 
ulations  are  found  a  disproportionate 
number  of  the  poor,  the  disenfran¬ 
chised,  the  uninsured,  and  the  working 
poor.  Life  expectancy  is  lower,  infant 
mortality  is  higher  and  they  are  more 


at  risk  of  death  from  disease. 

Who  serves  the  health  needs  of 
underrepresented  minorities?  In  a 
broad  sense,  the  entire  health  provider 
community  does.  A  closer  look,  how¬ 
ever,  shows  a  strong  correlation 
between  a  physician’s  ethnic  back¬ 
ground  and  that  of  the  population  he 
or  she  will  serve. 


One  study  of  minority  medical  school 
graduates  found  that  “black  patients 
comprised  56  percent  of  the  total 
patient  population  of  the  black  gradu¬ 
ates.”  The  same  study  showed  that 
Hispanic  patients  (Mexican-American 
and  Puerto  Rican)  represented  30  per¬ 
cent  of  patients  seen  by  Hispanic  phy¬ 
sicians.  As  a  group,  however,  minority 
patients  represented  only  21  percent 
of  the  patients  seen  by  white  physicians. 

It  is  also  significant  that  minority 


medical  graduates  go  into  primary  care 
disciplines,  where  there  is  greatest 
need,  in  higher  percentages  than  do 
white  physicians  who  opt  more  often 
for  subspecialties. 

In  keeping  with  its  own  history,  tradi¬ 
tion,  and  mission.  Rush  Medical  College 
will  be  a  strong  contributing  partner  to 
the  national  recruitment  effort.  Rush 


has  had  a  distinguished  reputation  in 
the  preparation  of  black  and  other 
minority  medical  professionals  to  serve 
the  community.  In  1847,  it  was  the  first 
medical  school  in  this  country  to  award 
a  degree  to  an  American-bom  black. 
Dr.  David  Jones  Peck.  The  first  black 
dean  of  an  American  medical  school 
was  a  Rush  alumnus.  Dr.  Numa  PG. 
Adams,  who  was  named  dean  of  Howard 
University  School  of  Medicine  in  1929. 

The  reopening  of  Rush  Medical  Col- 


I  “Increased  enrollment  of  minority 
students  will  call  for  bold 
and  demanding  measures.  ” 
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The  prospect  of  a  career  in  the  health  professions  should  be  presented  as  a 
realistic  option  to  minority  students. 


lege  in  1971  was  done  in  conjunction 
with  a  Medical  Center  plan  for  a  sys¬ 
tem  that  would  not  only  assume 
responsibility  for  a  “fair  share”  of  the 
medically  underserved,  it  would 
aggressively  play  a  part  in  alleviating 
the  minority  physician  shortage 
detailed  by  the  AAMC.  The  effort  was 
so  successful  that  in  1977  Rush  had 
the  highest  percentage  of  black  first- 
year  students  of  any  medical  school  in 
Illinois— over  nine  percent. 

As  the  1990s  opened,  the  situation 
was  considerably  changed,  both 
nationally  and  institutionally.  While 
the  number  and  percentage  of  total 
apphcants  to  U.S.  medical  colleges  had 
fallen  substantially  between  1975  and 
1990,  the  number  of  minority  appli¬ 
cants  was  fairly  stable,  and  their 
percentage  had  risen  slightly.  A  critical 
difference  in  1975  was  that  39  percent 
of  all  applicants  and  41  percent  of 
minority  apphcants  were  accepted  to 
medical  school.  In  1990,  the  acceptance 
figures  were  59  percent  of  aU  apphcants 
and  only  51  percent  of  minority 
apphcants.  In  other  words,  national 


recruitment  efforts  notwithstanding, 
the  minority  student  acceptance  rate 
had  declined  relative  to  that  of  the  total 
pool.  The  situation  at  Rush  generally 
paralleled  the  national  trend,  further 
aggravated  by  the  fact  that  Rush  is  a 
younger  private  institution  with  a 
somewhat  higher  tuition  and  fewer 
scholarship  dollars  than  many  other 
medical  schools. 

The  reasons  for  these  disappointing 
apphcation  and  acceptance  data  are 
difficult  to  isolate,  but  clearly  a  factor 
is  the  hmited  size  of  the  recruitment 
pool.  Competition  fi"om  other  disciplines 
and  inadequate  financial  aid  mecha¬ 
nisms  also  play  a  part.  Possibly  the  most 
overlooked  factor  is  that  the  prospect 
of  careers  in  the  health  professions  is 
not  held  out  to  minorities  as  a  realistic 
option  at  a  time  when  they  could  be 
preparing  to  meet  the  requirements  of 
such  careers.  Nor  has  the  necessary 
educational  support  always  been 
available  once  they  have  decided  on  a 
career  in  medicine. 

Increasing  the  supply  of  underrepre¬ 
sented  minorities  in  medicine  is  com¬ 


plex  and  will  be  costly.  It  will  demand 
persistence,  patience,  flexibihty,  imag¬ 
ination  and  dedication. 

In  January  1990,  the  Rush  Task  Force 
on  the  Recruitment  of  Minority  Medical 
Students  was  formed.  It  included  admin¬ 
istrators,  faculty  residents  and  students. 
For  17  months  it  examined  this  issue 
fi"om  every  aspect.  In  its  report  sub¬ 
mitted  to  Dean  Roger  C.  Bone,  M.D.,  the 
task  force  advocated  a  comprehensive 
concept- Rush  Equal  Access  to  Careers 
in  Health  (REACH)-for  increasing 
minority  medical  student  enrollment. 

The  report  includes  a  number  of 
major  recommendations  as  well  as  new 
program  designs,  and  proposes  a  solid 
institutional  foundation  for  Rush  Uni¬ 
versity  financial  aid  programs  to  serve 
all  students  of  need.  It  develops  a  con¬ 
tinuum  of  Rush  identification  and  aca¬ 
demic  support  programs  from  high 
school  through  medical  school,  with 
an  affiliation  that  reaches  into  the  ele¬ 
mentary  schools.  It  also  outlines  the 
necessary  funding  to  accomplish  these 
objectives.  Each  of  these  initiatives  has 
a  dual  focus— a  short-term  purpose  of 
recruiting  more  minority  medical  stu¬ 
dents  and  a  long-term  purpose  of  mak¬ 
ing  Rush  an  even  stronger  institution 
for  the  education  of  professionals  in 
the  health  sciences. 

What  the  future  will  hold  will  depend 
on  several  factors.  Internally  a  high 
level  of  commitment  must  be  sustained 
throughout  the  entire  recruitment  and 
educational  process,  not  only  by  the 
leadership  of  Rush,  but  also  by  staff, 
faculty,  students  and  alumni.  Exter¬ 
nally,  philanthropic  support  of  finan¬ 
cial  aid  programs  will  make  Rush  more 
competitive  in  attracting  qualified 
minority  students. 

Without  these,  REACH  will  be  little 
more  than  a  high-minded  blueprint  for 
dealing  with  a  national  problem  whose 
devastating  impact  is  felt  daily  by  a 
growing  population  of  fellow  Ameri¬ 
cans.  With  them.  Rush  will  again,  as  in 
the  past,  offer  a  regional  example  in 
addressing  a  national  imperative.  (D 
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When  a  Cure  Is  Not  Possible 


Medical  research 
tackles  quality 
of  life. 

by  Marie  Mahoney 
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Morbidity  and  mortality- 
sickness  and  death.  For 
many  years,  these  were  the 
watchwords  of  medical  research. 

When  evaluating  new  treatments 
for  cancer  and  chronic  diseases, 
researchers  traditionally  addressed 
straightforward  concerns:  Does  the 
new  therapy  slow  down  or  reverse  the 
progress  of  the  disease?  Does  it  keep 
people  alive  longer? 

Within  the  last  two  decades,  how¬ 
ever,  they  have  begun  to  ask  another 
question  as  well:  How  does  a  given 
treatment  affect  quality  of  life-the 
intricate  relationship  between  physi¬ 
cal  health,  emotional  well-being,  job 
satisfaction,  and  social  and  family  life? 

Medicine  can  extend  life,  but  is  there 
a  commensurate  improvement  in  the 
day-to-day  life  of  senior  citizens?  New 
therapies  have  been  developed  for  can¬ 
cer,  but  do  the  side  effects  cancel  out 
their  benefits?  For  people  with  AIDS, 
medical  science  can  really  do  Little  more 
than  ease  symptoms. 

More  and  more,  medicine  is  con- 
fi'onted  by  cases  like  these,  where  a 
cure  is  not  yet  possible— and  surviving 
is  not  always  a  victory. 

What  Is  Quality  of  Life? 

Close  relationships  with  family  and 
friends,  physical  health,  emotional 
well-being,  job  satisfaction:  If  you  can 
count  on  these,  chances  are  you  judge 
the  quality  of  your  Life  to  be  good. 

What  happens,  though,  when  illness 
intrudes  and  upsets  the  equation?  Peo¬ 
ple  often  find  that  the  destructive 
power  of  disease  is  felt  more  in  its 
impact  on  daily  living  than  in  its  physi¬ 
cal  effects. 

“Illness  is  disruption,”  says  David 
Celia,  Ph.D.,  associate  professor  of  psy¬ 
chology  and  social  sciences,  and  direc¬ 
tor  of  psychosocial  oncology  at  the 
Rush  Cancer  Center.  “It  makes  your  life 
a  mess.  It  makes  you  afraid,  it  makes 
you  angry,  it  interferes  with  your  abil¬ 
ity  to  do  the  things  you  like  to  do. 

“Physicians  sometimes  think  about 
illness  in  those  terms,”  says  Dr.  Celia. 
“But  generally  they’re  taught  to  think 
first  about  the  patient’s  disease.  They 
will  ask,  ‘What  treatments  are  avail- 


David  Celia,  Ph.D.,  psychology 
and  social  sciences. 

able?  How  can  we  measure  responses 
to  treatment?  What  are  the  signs  of 
disease  progression?’ 

“People’s  lives  are  not  just  physical,” 
he  says.  “Some  people  fall  apart  when 
they  can’t  function  physically.  Others 
are  quite  peaceful  about  it.  Those  are 
very  different  kinds  of  people.  We  don’t 
do  a  very  good  job  of  training  health 
professionals  to  deal  with  those 
differences. 

“Even  some  patients  whose  personal 
lives  have  deteriorated  as  a  result  of 
illness  don’t  think  it’s  something  they 
can  bring  up  with  their  doctors  because 
it’s  not ‘medical.’” 

Quality  of  life  research  provides  some 
useful  tools  to  educate  health  profes¬ 
sionals  about  the  myriad  effects  of  ill¬ 
ness  on  people’s  lives. 

Researchers  look  at  universal  com¬ 
ponents  of  life  satisfaction  along  with 
special  concerns  identified  by  people 
with  various  diseases.  With  this  infor¬ 
mation,  they  create  questionnaires  to 
assess  the  impact  of  an  illness  on  all 
aspects  of  a  person’s  life. 

Standard  questionnaires  have  been 
designed  for  several  types  of  cancer, 
for  elderly  patients,  and  for  chronic  dis¬ 
eases  like  AIDS,  hypertension,  kidney 
disease,  heart  disease  and  arthritis. 

Dr.  Celia  is  using  some  of  his  own 

The  Magazine/Spring  1992 


questionnaires  in  a  project  aimed  at 
improving  quality  of  life  for  patients 
with  breast,  lung  and  colon  cancer  who 
are  undergoing  chemotherapy. 

His  approach  is  quite  simple. 
Researchers  conduct  in-depth  inter¬ 
views  with  study  participants  once  a 
month,  asking  them  about  such  things 
as  fears  and  anxieties,  physical  com¬ 
plaints,  spiritual  concerns,  and  their 
relationships  with  family,  friends, 
employers  and  health  care  providers. 

Dr.  Celia  and  his  staff  let  oncolo¬ 
gists  and  nurses  know  if  one  of  their 
patients  reports  a  high  degree  of  diffi¬ 
culty  in  any  area  or  if  a  problem  is 
worse  than  expected.  They  also 
encourage  patients  to  think  about  ways 
they  can  improve  their  own  situations 
by  becoming  more  active. 

“Most  of  the  physical  and  psychologi¬ 
cal  repercussions  of  cancer  can  be 
treated,”  says  Dr.  Celia.  “But  there  have 
to  be  channels  for  communication 
between  patients  and  health  care 
professionals.” 

The  interviews  open  those  channels. 
“If  a  cancer  patient  is  asked  a  general 
question  like,  ‘How  have  you  been  feel¬ 
ing?’  that  person  might  not  volunteer 
information  about  a  problem  he  or  she 
thinks  is  either  embarrcissing  or  unre¬ 
lated  to  the  disease,”  he  says.  “Patients 
may  also  be  reluctant  to  ‘bother’  health 
care  professionals.  Some  may  be  afraid 
that  a  treatment  will  be  taken  away  if 
they  complain. 

“On  the  other  hand,  if  patients  are 
asked  specific  questions,  they’re  effec¬ 
tively  being  given  ‘permission’  to  bring 
up  their  concerns.” 

For  example,  a  breast  cancer  patient 
who  has  undergone  a  mastectomy 
would  be  asked  whether  she  feels  sex¬ 
ually  attractive.  If  she’s  concerned 
about  this  area  of  her  life,  her  doctor 
may  recommend  that  she  join  a  sup¬ 
port  group. 

Dr.  Celia  thinks  most  people  appreci¬ 
ate  a  sympathetic  ear. 

“When  you  sit  down  with  someone 
and  ask  about  any  problems  he  or  she 
may  be  having,  it’s  often  perceived  as 
supportive,”  he  says. 

Such  “indirect  counseling,”  which 
does  not  require  special  training  in 
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Close  relationships  with  family  and  friends,  physical  health,  emotional  well-being  and  job  satisfaction  are  all  important 
to  quality  of  life. 


psychology,  could  be  incorporated  into 
routine  patient  visits. 

“Long-term  psychological  support  is 
definitely  helpful,  but  it’s  also  time  con¬ 
suming  and  expensive.  Not  all  patients 
are  willing  or  able  to  make  the  neces¬ 
sary  commitment,”  he  says.  “Our 
hypothesis  is  that  we  can  make  great 
gains  in  quality  of  life  with  a  minimal 
investment  of  time  on  the  part  of  a 
nurse-no  more  than  20  to  30  minutes 
per  patient,  per  month.” 

Evaluating  Treatments 

Quality  of  life  studies  also  provide  a 
way  to  evaluate  the  outcome  of  treat¬ 
ments  more  broadly. 

This  has  been  officially  acknowl¬ 
edged  by  the  Food  and  Drug  Adminis¬ 
tration.  When  approving  new  cancer 
treatments,  the  FDA  does  not  just  con¬ 
sider  a  drug’s  power  to  extend  patients’ 
lives.  It  also  looks  at  how  the  drug  can 
improve  the  quality  of  those  lives.  Tra¬ 
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ditional  methods  of  evaluating  treat¬ 
ments  haven’t  taken  that  into  account. 

“So-called  objective  signs  that  a  dis¬ 
ease  is  responding  to  treatment  do  not 
always  translate  into  a  benefit  for  the 
patient,”  says  Dr.  Celia. 

“Let’s  say  a  drug  shrinks  certain 
cancerous  tumors,  but  has  no  demon¬ 
strated  effect  on  survival. 

“In  this  case,  there  is  a  measurable 
physical  response.  But  look  at  the  big¬ 
ger  picture.  Patients  aren’t  living  any 
longer,  and  the  drug  causes  chills,  flu¬ 
like  symptoms,  depression,  irritability. 
The  benefit  of  tumor  shrinkage  can’t 
be  measured  in  any  way. 

“Should  the  drug  be  used?”  asks  Dr. 
Celia.  “The  logical  response  would 
seem  to  be,  ‘Of  course  not.’  But  if  all 
you  consider  is  tumor  response  and 
survival-the  traditional  way  to  evalu¬ 
ate  treatment— you  might  say,  ‘Well,  we 
see  this  tumor  response.  Maybe  if  we 
try  something  along  with  it  we’ll  extend 
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survival  as  well.’  This  ignores  the  side 
effects  that  can  significantly  diminish 
someone’s  quahty  of  hfe.” 

Nurse  researcher  Joyce  Keithley, 
D.N.Sc.,  R.N.,  agrees. 

“Quality  of  life  is  one  of  the  best 
benchmarks  of  whether  treatments 
actually  work,”  she  says. 

Dr.  Keithley,  chairperson  of  surgical 
nursing  at  Rush,  recently  completed  a 
study  of  changes  in  nutrition  and 
immune  status  in  the  various  stages  of 
AIDS  infection.  Her  study  included  a 
measure  of  patients’  quality  of  life. 

“With  nutritional  support  regimens, 
it’s  possible  to  improve  nutrition  and, 
potentially,  survival  in  AIDS  patients,” 
she  says.  “But  if  the  patient  is  dissatis¬ 
fied  with  the  quahty  of  that  survival, 
then  we  haven’t  accomplished  what 
we  set  out  to  do.” 

“In  the  care  of  AIDS  patients,  we  know 
that  what  we  can  now  do  is  not  going 
to  provide  a  cure.  Our  goal  is  to 


enhance  quantity  and  quality  of  life.” 

Widening  the  scope  of  medical 
research  will  make  it  easier  for  physi¬ 
cians  to  help  patients  make  decisions 
they  can  live  with,  says  Rush  oncolo¬ 
gist  Philip  Bonomi,  M.D.,  associate  pro¬ 
fessor  of  medicine. 

Dr.  Bonomi  is  planning  to  use  a  qual¬ 
ity  of  life  questionnaire  in  a  nation¬ 
wide  clinical  trial  comparing  three 
treatment  plans  for  advanced  lung 
cancer.  This  will  be  the  first  large-scale 
study  to  consider  the  effects  of  differ¬ 
ent  cancer  treatments  on  quality  of  life 
as  well  as  on  survival. 

The  estimated  300  patients  to  be 
enrolled  in  the  study  will  be  given  either 
chemotherapy,  or  a  synthetic  female 
hormone  called  megestrol-acetate,  or 
chemotherapy  combined  with  the  hor¬ 
mone  treatment.  Megestrol-acetate  has 
been  shown  to  improve  appetite 
and— as  a  result— quality  of  life  in  some 
cancer  patients. 

According  to  Dr.  Bonomi,  oncologists 
are  sharply  divided  over  whether  che¬ 
motherapy  is  useful  for  patients  with 
advanced  lung  cancer,  which  is  gener¬ 
ally  considered  incurable. 

The  proposed  study  will  follow-up 
on  previous  research  suggesting  that 
chemotherapy  may  help  patients  live 
longer.  Results  of  that  study  were 
inconclusive,  says  Dr.  Bonomi.  But  if 
chemotherapy  is  also  shown  to  improve 
quality  of  life,  that  information  could 
become  an  important  piece  of  the  puz¬ 
zle  for  patients  and  doctors  evaluating 
its  desirability  as  a  treatment. 

“Most  physicians  have  a  lot  of  good 
anecdotal  information  about  how  a 
treatment  is  likely  to  affect  a  person’s 
quality  of  Ufe,”  says  Dr.  Bonomi.  “But 
more  formal  research  would  provide  a 
broader  base  of  information  than  our 
own  practices  can  provide.” 

Dr.  Celia  gives  an  example  of  how  this 
might  work.  “Consider  a  treatment 
known  to  prolong  life  for  10  to  20  per¬ 
cent  of  the  patients  who  try  it,”  he  says. 

“Traditionally,  patients  would  be  given 
information  about  the  treatment’s 
effect  on  longevity.  With  quality  of  life 
data,  you  could  also  tell  a  patient  that 
of  the  80  percent  who  didn't  live  any 
longer,  this  was  how  easy-or  difficult- 


it  was  for  them  to  get  around,  to  swallow 
food,  to  sleep,  to  have  sex,  to  take  care  of 
their  children,  to  go  to  work,”  he  says. 

“The  bottom  line  is  that  no  matter 
how  much  information  patients  have, 
making  a  decision  about  cancer  treat¬ 
ment  is  difficult  to  do-even  for  people 
who  become  well  versed  in  the  risks 
and  benefits  of  different  treatments. 


“It  can  be  done,  but  it  ultimately 
requires  making  value  judgments,”  he 
says.  “Quality  of  life  research  would 
help  patients  decide  which  trade-offs 
they’re  willing  to  make.” 

Implications  for  the  Future 

Research  on  quality  of  life  will 
become  more  prevalent  as  health  care 
costs  continue  to  rise  while  resources 
are  Limited,  says  Michael  Counte,  Ph.D., 
associate  professor  of  health  systems 
management  at  Rush. 

“The  question  is,  assuming  that  we 
can’t  provide  everything  to  everyone, 
to  whom  should  we  provide  what-and 
when?”  he  asks. 

Dr.  Counte  predicts  that  quality  of 
life  will  be  an  increasingly  important 
factor  in  that  equation. 

“In  the  ’80s  the  bottom  line  was  cost. 
In  the  ’90s  it’s  going  to  be  value-or 
quality— for  money,”  Dr.  Counte  says. 

He  argues  that  this  evolution  in 
thinking  will  come  about  in  large  part 
because  of  changing  demographics  in 
the  U.S. 

The  nation’s  population  is  aging 
rapidly.  Within  a  couple  of  decades,  the 
first  of  the  Baby  Boomers  will  cele¬ 
brate  their  65th  birthdays.  By  the  year 
2050,  there  will  be  about  73  million 
Americans  older  than  65.  That’s  twice 
as  many  as  there  are  today. 

At  the  same  time,  medical  advances 
are  extending  life  expectancy.  The  pop¬ 
ulation  of  people  over  85  is  the  fastest 
growing  age  group  in  the  country. 

As  people  live  longer,  they  also  expe¬ 


rience  more  of  the  health  problems  that 
come  with  age.  About  85  percent  of 
the  nation’s  non-institutionalized 
elderly  have  at  least  one  chronic  con¬ 
dition.  Forty  percent  have  two  or  more. 

“Chronic  disease,  by  definition,  can’t 
be  cured,”  says  Dr.  Counte.  “A  person 
has  to  learn  to  live  with  it,  to  manage 
it.  So  at  the  policy-making  level— even 


at  the  level  of  the  individual  physician — 
the  key  question  has  to  be,  ‘If  the  result 
of  this  treatment  can’t  be  to  cure  dis¬ 
ease,  how  are  we  going  to  measure  its 
effectiveness?’  Quite  clearly,  we  have 
to  move  in  the  direction  of  health- 
related  quality  of  life.” 

Dr.  Counte  was  recently  involved  in  a 
preliminary  study  to  see  what  was 
most  likely  to  influence  the  quality  of 
life  among  people  over  the  age  of  65. 

Participants  were  asked,  “Generally, 
how  satisfied  are  you  with  the  way  you 
are  living  now?” 

Unexpectedly,  researchers  found  that 
the  best  predictor  of  life  satisfaction 
was  the  ability  to  perform  daily  activi¬ 
ties— preparing  meals,  doing  house¬ 
work,  going  shopping,  visiting  friends. 

This  was  more  important  than  the 
number  of  health  problems  partici¬ 
pants  had  during  the  six  months  pre¬ 
ceding  the  study. 

“What  this  tells  us  is  that  the  pres¬ 
ence  or  absence  of  illness  is  less  impor¬ 
tant  than  the  effect  of  illness  on  being 
able  to  get  around,”  says  Dr.  Counte. 

“It  also  may  tell  us  something  about 
appropriate  interventions.  It  may  sug¬ 
gest  a  need  for  increased  funding  for 
community  outreach  and  rehabilitation 
programs  promoting  independence 
among  the  elderly. 

“The  fact  is,  we  really  don’t  know,  so 
we  need  studies  to  evaluate  whether 
existing  programs  do  improve  quality 
of  life  among  the  elderly,”  says  Dr. 
Counte.  “Because  if  they  don’t,  what’s 
the  point?”  (D 


“Research  would  help  patients 
decide  which  trade-offs  they're 
willing  to  make” 
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When  the  Phone  Rings . . . 


Poison  Control  Center 
experts  answer  calls 
around-the-clock. 

by  Justine  Ringhofer 


In  a  small  fourth  floor  room  at  the 
Medical  Center,  toxicology  experts 
work  around-the-clock,  saving  as 
many  as  five  lives  a  day  from  acci¬ 
dental  poisonings.  The  single  tool  of 
their  trade  is  not  a  stethoscope  or  a 
scalpel— it’s  a  telephone. 

An  average  of  150  calls  a  day  reach 
the  Rush  Poison  Control  Center.  As  the 
official  regional  poison  control  center 
for  Chicago  and  northeastern  Ilhnois, 
it  answers  calls  from  two-thirds  of  the 
state’s  population.  Dozens  of  books 
and  journals  reinforce  the  knowledge 
of  the  Center’s  five  full-time  staff  mem¬ 
bers,  while  a  computer  database  con¬ 
tains  information  on  the  chemical 
makeup  of  a  half  million  different 
products.  Seeing  this  small  space  so 
jammed  with  information  could  make 
a  visitor  wonder  why  it’s  aU  necessary- 
until  the  phone  rings. 


A  call  at  7:35  one  Wednesday  night 
came  from  a  concerned  medical  resi¬ 
dent  on  his  first  night  in  the  emer¬ 
gency  room  of  a  southwest-side 
hospital.  Two  children,  one-and-a-half- 
year-old  playmates,  swallowed  so  many 
iron  tablets  that  they  had  become 
lethargic,  a  sign  that  the  drugs  were 
causing  harm. 

“The  physician  had  already  drawn 
blood  to  determine  how  much  iron  the 
children  had  in  their  systems— but  he 
needed  to  know  what  the  numbers 
meant,”  said  poison  information  spe¬ 
cialist  Connie  Fischbein,  who  took  the 
call. “One  child  had  236  micrograms  of 
iron  per  deciliter  of  blood,  which  is  not 
an  alarming  level.  But  when  the  resi¬ 
dent  inserted  a  gastric  tube  to  flush 
out  the  iron,  blood  came  up,  and  that 
could  mean  a  serious  problem.” 

According  to  Fischbein,  this  signaled 


Nearly  two  out  of  three 
calls  to  the  Poison  Control 
Center  involve  children 
under  six  years  of  age. 
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that  the  iron  had  already  begun  to  cor¬ 
rode  the  stomach  lining.  Administer¬ 
ing  an  antidote  called  deferoxamine 
would  stop  this  process  by  binding 
the  iron  to  help  the  body  excrete  it 
naturally. 

“I  instructed  the  physician  to  give 
the  antidote  to  both  children,”  said 
Fischbein.  The  second  child  needed  it 
because  his  iron  level  had  reached  435 
micrograms,  far  above  the  350  micro¬ 
grams  at  which  the  antidote  should  be 
administered. 

Approximately  15  minutes  had 
elapsed  from  the  time  of  the  call  until 
the  situation  was  under  control.  Fol¬ 
lowing  the  Center’s  policies,  Fischbein 
checked  back  with  the  physician  two 
hours  after  the  incident  and  learned 
that  the  iron  level  of  the  more  severely 
affected  child  had  gone  down  to  329. 
Twenty-four  hours  later  it  dropped  to 
47.  Forty-eight  hours  later  both  chil¬ 
dren  were  discharged. 

Emergency  room  cases  and  acciden¬ 
tal  poisonings  represent  three  out  of 
four  calls  to  the  Center.  Sixty- two  per¬ 
cent  of  all  calls  involve  youngsters 
under  age  six. 

“We  often  have  to  calm  down  par¬ 
ents,”  says  poison  information  special¬ 
ist  James  Walsh,  R.Ph.  “All  they  know 
is  that  suddenly  their  pride  and  joy 
seems  to  be  very  sick.  They’re  in  a 
panic  and  they  want  to  know  what  to 
do  to  make  it  okay.  Sometimes  it’s  not 
as  severe  as  they  think,  and  if  theyjust 
call  us,  we  might  be  able  to  stop  them 
from  making  an  unnecessary  trip  to 
the  emergency  room.” 

According  to  Jack  Lipscomb,  R.Ph., 
director  of  the  Center,  not  only  does 
his  staff  save  lives— they  also  curb 
healthcare  costs. 

“Just  last  year,  we  prevented  more 
than  8,000  unnecessary  emergency 
room  visits  throughout  the  region  that 
would  have  cost  a  total  of  about  $2.1 
million,”  he  says. 

Perhaps  thousands  of  other  cases  are 
prevented  because  of  a  warning 
sticker— called  “Mr.  Yuk”— that  the  Cen¬ 
ter’s  staff  distributes.  A  chartreuse  face 
with  eyes  squinting,  tongue  protrud¬ 
ing,  Mr.  Yuk  warns  children  too  young 
to  read  that  the  contents  of  a  container 


are  not  to  be  swallowed. 

“A  lot  of  times,  children  are  attracted 
by  odors— such  as  lemon-scented  fur¬ 
niture  polish  or  a  flavored  medication,” 
says  Lipscomb. 

“The  thing  to  do  when  teaching  chil¬ 
dren  to  stay  away  from  certain  prod¬ 
ucts  is  to  show  them  the  Mr.  Yuk  sticker 
and  explain  what  it  means.  Do  not  take 
your  child  on  a  tour  of  the  house  and 
point  out  where  the  dangerous  prod¬ 
ucts  are  kept.  You  do  not  want  them  to 
know  that.” 


To  Prevent 
Accidental 
Poisonings 

•  Store  all  medicine  separately  from 
household  products.  Keep  all 
household  cleaning  products 
away  from  food  and  out  of  the 
reach  of  children. 

•  Keep  items  in  original  containers, 
with  their  original  labels,  so  proper 
antidotes  can  be  prescribed  in 
case  of  accidental  poisoning. 

•  Try  not  to  take  medicine  in  front 
of  children:  They  tend  to  imitate 
adults. 

•Clean  out  the  medicine  cabinet 
periodically.  Flush  all  unwanted 
medicine  down  the  toilet. 

•  Read  medication  labels  carefully 
before  taking. 

•  Keep  all  perfumes,  colognes,  cos¬ 
metics  and  contraceptives  out  of 
children’s  reach. 

•  Be  aware  that  some  plants  can  be 
poisonous.  Identify  all  plants  and 
remove  those  that  are  unsafe. 

•  Inspect  all  walls  and  windows  for 
peeling  paint. 

•  Keep  the  following  items  in  safety 
containers  and  out  of  reach  of  chil¬ 
dren:  gasoline,  oil,  antifreeze,  bug 
spray,  weed  killer,  fertilizer,  char¬ 
coal  lighter  fluid,  paint  and  paint 
thinner. 

In  case  of  an  emergency,  call 

the  Rush  Poison  Control  Center, 

312-942-5969  or,  outside  the 

Chicago  area,  1-800-942-5969. 


Most  calls  involve  household  prod¬ 
ucts  such  as  laundry  detergent,  cat  lit¬ 
ter,  artificial  dyes  or  insect  poison,  but 
there  are  some  slightly  more  unusual 
incidents. 

“We  recently  got  a  call  from  the  medi¬ 
cal  intensive  care  unit  at  Rush,”  said 
Walsh.  “A  northside  man  who  kept  a 
snake  for  a  pet- a  poisonous,  copper¬ 
head  snake— was  bitten  when  he 
removed  it  from  its  cage.” 

“We  pretty  much  depleted  our  supply 
of  the  anti-venom  used  to  treat  him,” 
adds  Lipscomb. 

Several  years  ago,  the  Center’s  staff 
teamed  up  with  emergency  room  phy¬ 
sicians  and  pharmacists  at  Cook  County 
and  University  of  Illinois  Hospitals  to 
form  a  consortium  called  Toxikon. 

“Toxikon  is  dedicated  to  making  tox¬ 
icology  services  more  accessible  to 
Illinois  residents  and  advancing 
knowledge  in  this  science  among 
health  professionals,”  says  Lipscomb. 

Medical  directors  are  Jerrold  B. 
Leikin,  M.D.,  assistant  professor  of 
internal  medicine  at  Rush,  and  Daniel 
Hryhorczuk,  M.D.,  of  Cook  County  Hos¬ 
pital,  until  recently  the  only  two  board- 
certified  toxicologists  in  the  state.  With 
a  grant  from  the  Chicago  Community 
Trust,  the  consortium  established  a 
fellowship  to  train  medical  doctors  as 
toxicology  speciahsts.  The  first  “grad¬ 
uate”  has  become  the  third  board- 
certified  toxicologist  in  Illinois. 

Toxikon  research  is  aimed  at  early 
detection  of  poisoning  clusters,  such 
as  the  1991  salmonella  food  poisoning 
that  hit  participants  of  a  hardware  con¬ 
vention  in  Chicago.  Detailed  records 
are  kept  of  every  incoming  call.  When 
several  callers  complain  of  the  same 
symptoms,  the  documentation  will 
alert  the  staff  to  a  potential  cluster. 

“If  we  do  detect  a  cluster,  we  will 
contact  the  Illinois  Department  of  Pub¬ 
lic  Health,  then  get  information  out  to 
hospital  emergency  rooms  that  may 
receive  victims,  and  issue  warnings 
through  public  service  announce¬ 
ments,”  said  Lipscomb. 

“It  is  essential  that  poisoning  clusters 
be  handled  thoroughly  and  quickly. 
After  all,  we’re  dealing  with  a  lot  of 
lives.”  (D 


The  Magazine/Spring  1992 


39 


RUSH^OUNDS 


Barcode  Technology 
Enhances  Patient  Care 


At  Rush,  the  same  technology 
that  can  tell  the  difference 
between  a  package  of  frozen 
spinach  and  French-cut  green 
beans  can  distinguish  you 
from  the  patient  in  the  next 
bed -even  if  it’s  your  twin 
sister. 

A  barcode  is  now  assigned 
to  everyone  admitted  to 
Presbyterian-St.  Luke’s 
Hospital.  It’s  printed  on  wrist¬ 
bands,  encoding  each  patient’s 
number  in  the  precisely  con¬ 
figured  thick  and  thin  black 
lines  familiar  to  all  super¬ 
market  shoppers. 

Rush  has  pioneered  the 
use  of  barcoding  among 


Barcodes  make  it  possible 
to  follow  a  test  tube  from  the 
time  blood  is  drawn  until  the 
sample  reaches  the  right 
laboratory. 

The  process  begins  as  a 
computer  generates  a  set  of 
barcoded  labels  for  hospital¬ 
ized  patients  who  need  labo¬ 
ratory  tests.  Each  label 
encodes  the  sample’s  destina¬ 
tion,  the  test  to  be  done,  spe¬ 
cial  handling  requirements, 
and  any  other  pertinent 
information. 

Using  a  hand-held  scanner, 
health  care  workers  can  posi¬ 
tively  identify  patients  by 
comparing  the  barcode  on  a 


^jAutomation  in  health  care  will 
go  as  far  as  our  imagination 
and  resources  can  take  us” 


Chicago  hospitals.  Using  bar¬ 
codes  on  patient  IDs  is  the 
latest  result  of  efforts  started 
some  four  years  ago  to 
improve  the  speed  and  accu¬ 
racy  of  ordering,  sorting  and 
tracking  laboratory  samples. 

The  Medical  Center  was 
involved  in  early  efforts  to 
develop  national  standards 
for  the  use  of  barcoding 
in  American  health  care 
institutions. 

“We  became  interested  in 
the  technology  because  it  pro¬ 
vides  a  quick  and  virtually 
error- free  way  to  keep  track 
of  information  that’s  crucial 
to  patient  care,”  says  Suzanne 
Watt,  M.T,  assistant  director. 
Office  of  Consolidated  Labo¬ 
ratory  Services. 

The  average  person  makes 
one  transcription  error  for 
every  300  characters  typed. 
With  barcodes,  such  errors 
occur  as  rarely  as  one  in 
every  36  trillion  characters 
entered. 


test  tube  label  with  the 
patient’s  wristband. 

Samples  are  electronically 
sorted  on  a  conveyor  belt  sys¬ 
tem  that  automatically  slots 
them  in  bins  for  the  appropri¬ 
ate  laboratory.  Those  needing 
special  handling  are  sorted 
separately. 

“If  we’re  supposed  to  draw 
six  samples  for  a  given  patient 
and  we  only  draw  five,  the 
computer  will  let  us  know  one 
is  missing,”  says  Kenneth 
Whisler,  Ph.D.,  director.  Labo¬ 
ratory  Information  System. 

“It  can  also  tell  us  exactly 
when  each  step  in  the  proc¬ 
ess  took  place,  so  we’re  able 
to  identify  where  holdups 
occur.” 

The  Medical  Center  has 
come  a  long  way  since  it  first 
looked  into  barcoding,  but 
Watt  admits  that  the  system 
is  stiU  rudimentary. 

“Currently,  barcoding  is 
being  used  on  only  20  per¬ 
cent  of  the  units.  But  there 


Barcoding  technology  at  Rush  has  improved  patient  care  by 
enabling  more  efficient  handling  of  laboratory  samples. 


are  plans  for  the  technology 
to  be  on  aU  hospital  floors 
eventually,”  says  Watt. 

“We’re  also  working  on 
getting  the  system  up  and 
running  in  outpatient  facili¬ 
ties,  like  the  managed  care 
programs  and  Rush  Home 
Health,”  she  says. 

Watt  sees  tremendous 
potential  for  barcoding  and 
other  forms  of  automation  in 
health  care. 

“Barcoding  can  be  used 
for  such  things  as  electroni¬ 


cally  charting  vital  signs, 
locating  charts  for  billing  and 
record  keeping,  and  recording 
how  much  of  what  drug  was 
given  to  a  patient— and  when 
it  was  given,”  says  Watt. 

“I  visited  a  hospital  where 
barcoded  samples  were  taken 
from  laboratory  to  laboratory 
by  a  little  robot  that  looked 
like  something  out  of  Star 
Wars]'  she  adds.  “Automation 
in  health  care  will  go  as  far  as 
our  imagination  and  resources 
can  take  usl'—M.M. 
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Najafi  Appointed  to  Endowed  Chair 


HassanNajafl,  M.D.  (left),  with  Life  Trustee  John  Bent. 


The  Rush  surgeon  who  per¬ 
formed  Chicago’s  first  suc¬ 
cessful  adult  heart  transplant 
has  been  named  the  Mary  and 
John  Bent  Professor  of  Cardio¬ 
vascular-Thoracic  Surgery. 

Hassan  Najafi,  M.D., 
professor  and  chairman  of 
the  Department  of  Cardio¬ 
vascular-Thoracic  Surgery, 
was  appointed  to  the  chair 
that  was  recently  designated 
to  honor  two  longtime  sup¬ 
porters  of  the  Medical  Center. 

The  internationally 
renowned  heart  surgeon  is 
surgical  director  of  the  Rush 
Heart  Institute. 

Bom  in  Iran,  Dr.  Najafi 
earned  his  medical  degree  in 
1954  from  Tehran  University 
School  of  Medicine.  In  1957, 
following  a  surgery  residency 
at  Pahlavi  University  Hospital 
in  Tehran,  he  came  to  the 
United  States. 


Dr.  Najafi  completed  resi¬ 
dencies  in  general  surgery 
and  cardiovascular-thoracic 
surgery  at  Presbyterian- 
St.  Luke’s  Hospital  in  1963  and 
subsequently  joined  the  med¬ 
ical  staff.  In  1968,  he  per¬ 
formed  a  successful  heart 
transplant— the  first  in 
Chicago— on  a  50-year-old 
man  from  south  suburban 
Stickney.  Dr.  Najafi  has  been 
chairman  of  cardiovascular- 
thoracic  surgery  since  1972. 

He  is  associate  editor  of 
Annals  of  Thoracic  Surgery 
and  a  member  of  the  editorial 
boards  of  Chest  and  the 
Journal  of  Cardiac  Surgery. 

His  past  appointments 
include  terms  as  president 
of  the  Society  of  Thoracic 
Surgeons  and  the  Chicago 
Surgical  Society,  and  as 
director  of  the  American 
Board  of  Thoracic  Surgery. 


He  has  pubhshed  more  than 
100  scientific  papers. 

John  and  Mary  Bent  have 
been  involved  in  Medical 
Center  activities  for  more 
than  40  years. 

John  Bent  was  elected  to 
the  Board  of  Trustees  at  St. 
Luke’s  Hospital  in  1948,  and 
served  as  president  of  the 
board  of  Presbyterian- 
St.  Luke’s  Hospital  from  1962 


untU  1964.  He  has  been  a  life 
tmstee  of  the  Medical  Center 
since  1976. 

Both  Mr.  and  Mrs.  Bent 
are  members  of  the  Board  of 
Benefactors  of  the  Medical 
Center.  In  addition  to  their 
philanthropic  commitment  to 
the  Rush  Heart  Institute, 
they  have  helped  endow 
several  other  chairs  for 
Rush  University— iS.J. 


Bone  Elected  Vice 

Roger  C.  Bone,  M.D.,  the 
Ralph  C.  Brown,  M.D.,  Profes¬ 
sor,  chairman  of  the  Depart¬ 
ment  of  Medicine,  and  chief 
of  the  Section  of  Pulmonary 
Medicine,  has  been  elected 
vice  president  for  medical 
affairs  and  dean  of  Rush 
Medical  College  by  the  Board 
of  Trustees. 

Dr.  Bone  had  served  as 
interim  vice  president  for 
medical  affairs  and  acting 
dean  of  Rush  Medical  College 
since  April  1991. 

An  internationally  recog¬ 
nized  authority  in  critical  care 
and  pulmonary  medicine.  Dr. 
Bone  joined  the  staff  of  the 
Medical  Center  as  chairman 
of  medicine  in  1984. 

Dr.  Bone,  a  native  of 
Arkansas,  is  an  honors  grad¬ 
uate  of  Hendrix  College.  He 
earned  his  B.M.S.  and  doctor 
of  medicine  degree  (and  elec¬ 
tion  to  Alpha  Omega  Alpha) 
at  the  University  of  Arkansas 


President,  Dean 

Medical  School.  After  com¬ 
pleting  an  internship  and  res¬ 
idency  at  Parkland  Memorial 
Hospital  in  Dallas,  Texas,  he 
took  a  fellowship  in  cardio¬ 
pulmonary  medicine  at  the 
University  of  Texas  South¬ 
western  Medical  School  in 
Dallas. 

He  later  held  faculty  posi¬ 
tions  at  the  University  of 
Kansas  Medical  Center  and  the 
University  of  Arkansas  for 
Medical  Sciences— Veterans 
Administration  Complex, 
where  he  was  also  chief  of 
the  pulmonary  division. 

Dr.  Bone  is  president  of 
the  American  College  of  Chest 
Physicians  and  of  the  Inter¬ 
national  Academy  of  Chest 
Physicians  and  Surgeons. 

He  has  published  nearly 
600  scientific  articles,  includ¬ 
ing  data  from  more  than  150 
original  investigations,  and 
has  edited  more  than  30 
books  on  pulmonary  and 


Roger  C.  Bone,  M.D. 


respiratory  disease. 

He  is  a  consulting  editor 
of  the  Journal  of  the  Ameri¬ 
can  Medical  Association, 
senior  editor  of  Critical  Care 
Medicine,  and  editor-in-chief 
of  Disease-A-Month.  -ER. 


RADC  Designated 
National  Center 

The  Rush  Alzheimer’s  Disease 
Center  (RADC)  has  been  des¬ 
ignated  a  national  Alzheimer’s 
Disease  Center  by  the  National 
Institute  on  Aging  of  the 
National  Institutes  of  Health. 

The  designation  carries 
with  it  a  five-year,  $3.2  mil¬ 
lion  grant.  Denis  A.  Evans, 
M.D.,  the  Alla  V  and  Solomon 
Jesmer  Professor  of  Gerontol¬ 
ogy  and  Geriatric  Medicine, 
and  director  of  the  Center  for 
Research  on  Health  and 
Aging,  is  principal  investigator. 

The  award  will  support 
the  care  and  study  of  people 
with  Alzheimer’s  disease, 
neuropathological  studies, 
and  efforts  to  increase  aware¬ 
ness  of  the  disease  among 
health  care  professionals  and 
the  public. 

The  RADC  joins  the  ranks 
of  28  similar  centers  estab- 
hshed  across  the  country. 
-P.R. 
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Taxol  Shows  Promise, 
Fuels  Controversy 


Since  chemotherapy  was  first 
used  to  fight  cancer  in  the 
late  1940s,  there  has  been  an 
ongoing  quest  for  better  che¬ 
motherapeutic  agents.  And 
each  decade-as  dozens  of 
drugs  are  tested-one  stands 
out  as  more  promising  than 
the  rest. 

In  the  1990s,  taxol  may  be 
that  agent  of  promise.  But 
while  early  results  have  been 
encouraging,  the  use  of  taxol— 
which  comes  from  the  bark 
of  the  rare,  slow-growing 
Pacific  yew  tree— has  also 
sparked  a  debate.  Will  the 
environmental  cost  be  too 
high? 

First,  the  case  for  taxol. 

“Taxol  is  a  different  class 
of  drug.  It’s  really  the  most 
promising  new  chemotherapy 
agent  since  VP  16  (etoposide) 
in  the  1980s  and  cisplatin  in 


with  advanced  lung  cancer. 
“Because  there  is  no  good 
screening  test  for  lung  cancer, 
most  of  our  patients  are  at 
an  advanced  stage  of  the  dis¬ 
ease  when  we  first  see  them. 
So  anything  that  shows  prom¬ 
ise  is  exciting  to  us,”  he  says. 

“We  were  also  intrigued 
because  taxol  was  first  shown 
to  be  effective  against  ovar¬ 
ian  cancer,  which  had  become 
unresponsive  to  cisplatin.” 

Dr.  Bonomi  and  his  col¬ 
leagues  in  the  Eastern  Coop¬ 
erative  Oncology  Group  are 
developing  a  study  in  which 
cisplatin  and  taxol  will  be 
combined  to  treat  advanced 
lung  cancer. 

Samuel  G.  Taylor  IV,  M.D., 
professor  of  medicine  and 
associate  attending  physician, 
has  treated  head  and  neck 
cancer  patients  with  taxol. 


^We  need  to  clearly  define  the 
usefulness  of  this  substance  as  a 
cancer  therapy  P 


the  1970s,”  says  Philip 
Bonomi,  M.D.,  associate  pro¬ 
fessor  of  medicine  and  senior 
attending  physician.  Cisplatin 
and  VP  16  are  standard  treat¬ 
ments  today. 

In  early  clinical  trials,  taxol 
appears  effective  in  treating 
a  variety  of  advanced  cancers 
that  have  not  responded  to 
conventional  treatment. 

Taxol’s  antitumor  mecha¬ 
nism  is  not  completely  under¬ 
stood.  Scientists  believe  taxol 
works  by  attaching  to  cellu¬ 
lar  structures,  called  micro¬ 
tubules,  that  form  the  cell’s 
skeleton  and  play  a  crucial 
role  in  cell  division. 

Dr.  Bonomi  has  used  taxol 
to  treat  a  handful  of  patients 


“We’ve  seen  mass  lesions 
shrink  with  a  promising 
degree  of  frequency,”  he  says. 

Taxol  has  been  tested  in  a 
small  number  of  cancer 
patients  around  the  country. 

Until  last  year,  only  about 
1,600  patients  had  been 
enrolled  in  initial  clinical 
trials  of  taxol.  Expanded  trials 
and  a  compassionate  use  pro¬ 
gram  (for  ovarian  cancer 
patients  only)  were  launched 
last  fall. 

According  to  the  National 
Cancer  Institute,  it  takes 
between  three  and  six  trees 
to  obtain  enough  taxol  to 
treat  each  patient.  This  latest 
effort  requires  the  annual 
harvest  of  an  estimated 


38,000  trees  to  produce 
enough  taxol  for  some  12,500 
patients  nationwide. 

Environmentalists  fear 
this  wider  use  of  taxol  could 
decimate  the  yew  tree  forests, 
particularly  those  with  larger, 
older  trees. 

They  argue  that  harvest¬ 
ing  large  numbers  of  Pacific 
yews  will  upset  the  forests’ 
ecological  balance,  destroying 
the  habitat  of  the  endangered 
spotted  owl  and  other 
animals. 

This  concern  is  not  lost  on 
medical  researchers.  Efforts 
are  under  way  in  the  U.S.  and 
abroad  to  find  cost-effective 
ways  to  produce  taxol  while 


saving  the  trees:  from  needles 
rather  than  bark,  fi'om  a  more 
common  species  than  the 
Pacific  yew,  through  tissue 
cultures  of  yew  cells  or 
through  some  other  form  of 
synthesis.  By  some  estimates, 
as  many  as  30  research 
groups  are  working  to  synthe¬ 
size  taxol. 

“I  believe  that  this  or  other 
drugs  comparable  to  it  will 
be  synthesized  in  the  next 
few  years,”  says  an  optimistic 
Dr.  Thy  lor.  “But  it’s  important 
that  clinical  studies  continue. 
We  need  to  clearly  define  the 
usefulness  of  this  substance 
as  a  cancer  therapy.”— C.i2. 


Samuel  G.  Thy  lor  IV,  M.D.,  is  one  of  a  few  physicians 
nationunde  who  has  tested  the  cancer-killing  power  of  taxol. 
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Center  Is  Haven  Between 
Hospital  and  Home 


Pedaling 
To  Health 

There  are  more  than  400,000 
documented  strokes  in  the 
U.S.  every  year.  After  tradi¬ 
tional  rehabilitation,  which 
focuses  on  strengthening  and 
improving  the  flexibility  of 
affected  muscles,  stroke 
patients  stiU  may  faU  short  of 
what  they  once  were  able  to 
accomplish  in  a  day. 

Traditional  rehabilitation 
doesn’t  do  enough,  say 
Rush  researchers  who  are 
testing  a  new  treatment  plan. 
Their  plan  builds  on  tradi¬ 
tional  rehabilitation  with 
a  program  of  aerobic  exercise 
on  a  stationary  bicycle. 

Co-investigators  are  Lynne 
Braun,  Ph.D.,  assistant 
professor  of  medical  nursing 
at  Rush;  Martita  Lopez,  Ph.D., 
assistant  professor  of  psy¬ 
chology  and  social  sciences; 
and  Kathleen  Potempa, 
D.N.Sc.,  R.N.,  assistant  pro¬ 
fessor  of  nursing,  University 
of  Illinois  at  Chicago.  Dr. 
Braun  is  the  project  director. 

“After  standard  rehabilita¬ 
tion,  patients  typically  reach 
a  plateau’’  says  Dr.  Potempa. 
“They  can  get  around  with 
some  assistance— and  they 
feel  that’s  all  they  will  ever  be 
able  to  do.  This  feeling  of 
helplessness  can  make  them 
fearful  of  tackling  any  new 
challenges.  As  a  result,  their 
physical  abilities  decline. 

“We  hope  patients  will 
become  more  active  through 
aerobic  rehabilitation  and 
maintain  their  activity  level, 
even  if  they  don’t  continue  a 
structured  exercise  program.” 

About  30  people  are 
enrolled  in  the  study,  now  in 
its  third  year.  They  have  at 
least  moderate  difficulty  mov¬ 
ing  around,  as  well  as  low 
stamina.  Most  participants 
are  about  60  years  old,  but 
some  are  as  young  as  the  late 
30s  and  others  as  old  as  70. 

When  they  begin  the 
study,  participants  are  tested 


A  stationary  bicycle  is  part 
of  an  experimental  rehabili¬ 
tation  plan  for  people  who 
have  suffered  strokes. 

for  endurance  and  the  ability 
to  perform  everyday  tasks. 

They  then  begin  an  exer¬ 
cise  routine  using  a  stationary 
bicycle  that  can  be  adapted 
to  handicaps  caused  by 
stroke,  such  as  right-limb 
paralysis. 

The  initial  tests  are 
repeated  after  the  first  10 
weeks,  then  every  10  weeks 
until  patients  have  completed 
a  year  in  the  study.  Results 
will  be  compared  to  those  for 
patients  receiving  only  tradi¬ 
tional  rehabilitation. 

The  researchers  are  also 
looking  at  whether  patients 
improve  psychologically. 

Forty  percent  of  the 
study  participants  showed 
signs  of  depression— a  com¬ 
mon  problem  for  stroke 
patients,  which  often  leads  to 
inactivity.  “We  believe  that  as 
patients’  physical  abilities 
improve,  so  will  their  moods,” 
says  Dr.  Lopez. 

“Patients  enjoy  being  in 
the  study,  not  just  for  the 
physical  benefits,  but  because 
participation  relieves  stress 
and  provides  a  social 
outlet.”— J.i?. 


Many  people  hospitalized  for 
psychiatric  problems  are 
alfaid  to  leave  the  safe  hospi¬ 
tal  environment  to  return  to 
the  “real  world.” 

Rush  now  offers  a  place 
that  eases  the  transition  to 
home  or  work  for  patients 
recovering  from  depression 
and  other  mental  illnesses. 

The  Rush  Residential 
Center,  located  in  a  low-rise 
apartment  complex  a  few 
blocks  east  of  Presbyterian- 
St.  Luke’s  Hospital,  is  the  only 
one  of  its  kind  in  the  Chicago 
area. 

Studies  have  shown  that 
residential  living  can  be  a 
beneficial  alternative  to  hos¬ 
pitalization  for  mental  health 
rehabilitation.  Research  in 
California  has  found  that  psy¬ 
chiatric  patients  who  take 
advantage  of  this  type  of  care 


are  less  likely  to  be  hospital¬ 
ized  later. 

“At  Rush,  residential  treat¬ 
ment  is  integrated  with 
patients’  medical  treatment. 
It’s  a  continuum  of  care  after 
hospitalization,”  explains 
Gwynne  Winsberg,  Ph.D., 
director  of  residential  psychi¬ 
atric  services. 

The  center  includes  single 
and  double  rooms  for  up  to 
eight  residents.  They  share 
common  areas.  Including  a 
music  room,  dining  room, 
exercise/TV  room,  snack  bar, 
library  and  kitchen. 

Most  residents  attend 
hospital  day  programs  and 
participate  in  group  therapy 
sessions.  They  see  their 
psychotherapists  every  week 
at  Presbyterian-St.  Luke’s 
Hospital. 


According  to  live-in  house 
manager  Mark  Contomo, 
there  isn’t  a  “typical”  day  at 
the  center.  “We  have  a  rou¬ 
tine,  but  residents  come  and 
go  freely,”  he  says. “For  those 
not  in  a  day  program,  there  is 
volunteer  work  in  the  com¬ 
munity,  independent  study  or 
class  work.” 

Residents  go  out  to  din¬ 
ner,  see  movies  and  plays, 
visit  family,  and  invite  friends 
in  to  watch  movies.  After 
dinner  on  Mondays,  they  meet 
to  air  concerns  and  discuss 
weekly  schedules.  “We’re 
family.  We  do  things  together,” 
says  Contomo. 

“One  of  our  goals  is  to 
help  residents  develop  and 
expand  their  unique  skills 
and  talents,”  adds  Dr. 
Winsberg. 

“When  they  can  produce 


something  of  value— be  it  a 
tasty  Italian  dish,  a  well- 
tuned  car  or  a  painting- it 
represents  a  significant  part 
of  recovering. 

“We  encourage  the  people 
who  live  here  to  be  active 
and  to  focus  on  what’s  good 
about  them,  rather  than 
what’s  wrong  with  them.  This 
is  one  way  they  gain  indepen¬ 
dence,”  she  says. 

Residents  agree  that  com¬ 
munal  living  has  helped  them 
get  well.  Says  one  woman, 
“Group  therapy  is  useful,  but 
being  here  with  others  who 
have  lived  through  depression 
has  made  the  difference.” 
-C.E. 


^^eing  here  with  others  who  have 
lived  through  depression  has  made 
the  difference!’ 
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Rush  and  Holy  Family  Sign  Venture  Agreement 


Seated:  Leo  M.  Henikoff,  M.D.,  president  and  CEO  of  the 
Medical  Center;  Sister  Patricia  Ann,  president  and  CEO  of 
Holy  Family  Hospital.  Standing:  Richard  M.  Morrow,  chairman 
of  the  Rush  Board  of  Trustees;  Sister  M.  Lucille  Madura, 
FToriticial  Superior  of  the  Sisters  of  the  Holy  Family  of Nazareth. 


Cesarean  Rate  Rises  Among 


The  rate  of  cesarean  births  is 
increasing  faster  among  Illi¬ 
nois  teens  than  any  other  age 
group  in  the  state,  according 
to  a  study  completed  by 
researchers  at  the  Rush  Cen¬ 
ter  for  Health  Management 
Studies.  From  1986  to  1988, 
while  the  overall  rate  of  cesar¬ 
eans  remained  stable,  the  rate 


more  women  under  the  age 
of  20  having  babies  than 
women  over  35. 

“If  cesarean  rates  among 
teens  continue  to  rise,  it  could 
have  a  snowball  effect,”  says 
Dr.  Oleske. 

“A  woman  who  has  a 
cesarean  with  her  first  baby 
is  more  likely  than  not  to 


cesarean  rates  among  teens 
continue  to  rise,  it  could  have  a 
snowball  effects 


for  teens  rose  by  more  than 
four  percent. 

“Women  over  the  age  of  35 
still  account  for  most  cesar¬ 
ean  deliveries,”  says  Denise 
Oleske,  Ph.D.,  assistant 
professor,  health  systems 
management.  “But  there  are 


have  one  with  later  births.  So 
the  increase  in  these  deliver¬ 
ies  among  women  at  the 
beginning  of  their  reproduc¬ 
tive  lives  increases  the  popu¬ 
lation  at  risk  for  subsequent 
cesareans,  which  are  about 
twice  as  costly  and  require 


Rush-Presbyterian-St.  Luke’s 
Medical  Center  and  Holy 
Family  Hospital  in  Des  Plaines 
have  entered  into  a  venture 
agreement  to  enhance  medi¬ 
cal  services  in  the  northwest 
suburbs. 

Under  the  agreement,  the 
two  institutions  will  remain 
autonomous.  Holy  Family 
Hospital  will  maintain  its 
name,  mission  and  Catholic 
identity,  and  will  continue  to 
be  operated  by  the  Sisters  of 
the  Holy  Family  of  Nazareth. 

There  will,  however,  be  an 
exchange  of  trustees  between 
the  two  institutions,  improved 
access  for  Holy  Family  physi¬ 
cians  and  their  patients  to 
the  tertiary  care  services  at 
Rush,  and  enhanced  integra¬ 
tion  and  delivery  of  Rush’s 
managed  care  programs  to 
the  northwest  suburbs. 


Teens 


longer  hospital  stays  than 
vaginal  deUveries,”  she  says. 

“Further,  cesarean  deliver¬ 
ies  are  associated  with  higher 
rates  of  complications  for 
mothers  and  babies.” 

Dr.  Oleske  completed  the 
study  with  Gerald  L.  Glandon, 
Ph.D.,  associate  professor, 
health  systems  management. 

Their  findings  agree  with 
national  statistics  showing 
that  from  1970  to  1987  the 
increase  in  cesarean 
births— or  c-sections— was 
greater  among  teenagers  than 
any  other  group  of  American 
women. 

A  c-section  may  be 
deemed  necessary  because 
of  the  physical  condition  of 
a  mother  and/or  child  at  the 
time  of  delivery.  Doctors 
may  perform  the  operation 
because  of  fetal  distress, 
breech  position,  an  undUated 
cervix  or  other  factors  that 


The  chairpersons  of  the 
clinical  departments  at  Holy 
Family  will  be  jointly  approved 
by  both  institutions.  They  will 
be  given  faculty  appointments 
and  be  associate  chairpersons 
at  Rush  Medical  College. 

Holy  Family  has  appointed 
Kenneth  Schmidt,  M.D.,  to  the 
position  of  vice  president  of 
medical  affairs,  a  position  cre¬ 
ated  under  the  terms  of  the 
agreement.  Dr.  Schmidt,  a 
board-certified  radiologist  on 
staff  at  Holy  Family,  will  hold 
the  position  of  associate  dean 
at  Rush  Medical  College. 

Holy  Family  Hospital  is  a 
277-bed,  not-for-profit,  acute 
care  community  hospital 
founded  in  1961  by  the  Sisters 
of  the  Holy  Family  of  Nazareth. 


can  make  vaginal  delivery 
difficult  or  dangerous. 

Research  has  shown  that 
nonmedical  factors  may  also 
influence  the  decision.  These 
include  a  woman’s  socioeco¬ 
nomic  status,  source  of  health 
insurance,  and  whether  she 
delivers  at  a  teaching  or  non- 


Denise  M.  Oleske,  Ph.D. 
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Linda  Brubaker,  M.D. ,  counsels  patients  on  ways  to  prevent  the  loss  of  bladder  control. 


Detecting  Early  Signs  of  Incontinence 


teaching  hospital.  There’s  evi¬ 
dence  that  a  woman  is  less 
Ukely  to  undergo  a  c-section 
at  a  teaching  hospital. 

Drs.  Glandon  and  Oleske 
made  a  surprising  discovery 
when  they  reviewed  data  on 
teenagers  delivering  at  state 
hospitals  in  1988.  Even  when 
accounting  for  medical  com¬ 
plications  and  the  type  of  hos¬ 
pital  where  deliveries  took 
place,  they  found  that  Medic¬ 
aid  teens  were  18  percent 
more  likely  to  undergo  a 
c-section  than  teens  with 
HMO  coverage,  teens  covered 
by  private  insurance,  or  those 
without  any  form  of  insurance. 

These  results  contradict 
previous  research  showing 
that  privately  insured 
patients  have  the  most  cesar¬ 
ean  births. 

“Why  is  Medicaid  coverage 
now  a  risk  factor  for  cesarean 
birth  when  it  never  was  in 
the  past?”  asks  Dr.  Oleske. 

She  and  Dr.  Glandon  spec¬ 
ulate  that  recently  expanded 
Medicaid  coverage  may  be  a 
financial  incentive  to  perform 
the  operation. 

“In  future  studies,  we  will 
also  look  at  whether  Medic¬ 
aid  coverage  is,  in  fact,  an 
indicator  of  limited  access  to 
quality  prenatal  care,”  says 
Dr.  Oleske. 

Drs.  Oleske  and  Glandon 
urge  increased  efforts  to 
provide  pregnant  teens 
with  medical  care  early  in 
pregnancy. 

They  also  recommend  that 
Medicaid  programs  through¬ 
out  the  U.S.  be  aggressive  in 
their  application  of  second 
opinion  programs  and  in 
reviewing  cesarean  rates  for 
hospitals  and  individual 
physicians. 

“This  will  require  a  team 
effort  of  physicians,  consum¬ 
ers,  health  care  researchers, 
payers  and  the  government,” 
says  Dr.  Oleske. “Together,  our 
goal  should  be  to  keep  costs 
down  while  ensuring  that 
patients  receive  the  best 
obstetric  care  possible.”— 5./f. 


Incontinence,  or  loss  of  blad¬ 
der  control,  plagues  10  to  15 
million  women  at  some  point 
in  their  lives.  Now  there’s 
evidence  that  underlying 
pelvic  nerve  and  muscle 
damage  can  be  detected— and 
treated— before  bladder 
control  problems  start. 

Incontinence  is  more  com¬ 
mon  after  menopause,  but 
experts  suspect  that  nerve 
and  muscle  deterioration  start 
years  earlier,  perhaps  with 
childbirth. 

“Up  to  80  percent  of 
women  may  sustain  pelvic 
nerve  damage  during  deliv¬ 
ery,”  says  urogynecologist 
Linda  Brubaker,  M.D.,  assist¬ 
ant  professor,  obstetrics  and 
gynecology.  “One  theory  is 
that  over  time,  as  muscles 
maintained  by  the  damaged 
nerves  are  progressively 
weakened  by  estrogen  loss, 
problems  with  bladder  control 
can  result.” 

Dr.  Brubaker  is  searching 
for  ways  to  detect  early  signs 
of  nerve  damage.  Using  an 


investigational  technique  that 
measures  nerve  impulses, 
she  assesses  pelvic  nerve 
function.  Patients  showing 
signs  of  damage  are  taught 
how  to  maintain  pelvic 
muscle  strength  through 
exercise,  to  prevent  incon¬ 
tinence  from  developing  later 
in  life. 

“Incontinence  is  treatable. 
But  considering  the  embar¬ 
rassment  patients  suffer 
before  they  get  help,  preven¬ 
tion  should  be  a  priority,”  says 
Dr.  Brubaker. 

Dr.  Brubaker  refers  patients 
to  Rhonda  Kotarinos,  M.S., 
RT,  a  physical  therapist  who 
specializes  in  obstetrics  and 
gynecology  for  evaluation  and 
treatment  of  the  problem. 

Kotarinos  visits  new 
mothers  in  their  hospital 
rooms,  shortly  after  childbirth. 
“Anyone  can  develop  inconti¬ 
nence,  but  bearing  children 
puts  women  at  higher  risk. 
Many  experience  bladder  con¬ 
trol  problems  while  pregnant,” 
she  explains. 


Kotarinos  teaches  women 
how  to  perform  muscle¬ 
strengthening  pelvic  exercises. 
For  women  with  early  incon¬ 
tinence  or  signs  of  extensive 
nerve  and  muscle  damage, 
she  may  prescribe  mild  elec¬ 
trical  stimulation  along  with 
exercise. 

“If  a  patient  can’t  contract 
her  pelvic  muscles,  she  can’t 
exercise  them.  In  the  early 
stages  of  treatment,  a  tampon¬ 
like  electrical  stimulator  is 
used  to  cause  contractions 
during  exercise,”  Kotarinos 
explains. 

For  some  incontinent 
patients,  surgery  provides  the 
best  chance  for  cure. “But  for 
many  patients,  nonsurgical 
treatments  are  very  effective,” 
Dr.  Brubaker  says. 

“It’s  important  for  women 
to  recognize  that  incontinence 
isn’t  a  natural  result  of  child¬ 
birth  or  even  a  natural  result 
of  aging,”  she  concludes.  “Too 
many  women  think  it’s  some¬ 
thing  they  must  learn  to  live 
with.  It’s  not.”— C.  J. 
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Board  Elects  New  Members,  LHe  Trustees 


William  G.  Brown 


Holly  Williams Madigan  Anne  OLaughlin Scott 


Carole  Segal 


John  J.  Shea 


The  Board  of  Trustees  of 
the  Medical  Center  has 
elected  five  new  members 
and  seven  life  trustees. 
Richard  M.  Morrow,  chairman 
of  the  board,  made  the 
announcements. 

The  new  members  include 
four  general  trustees: 

William  G.  Brown,  a  part¬ 
ner  in  the  law  firm  of  Bell, 


Boyd  and  Lloyd,  and  a  direc¬ 
tor  of  Medicus  Systems 
Corporation  and  McNemey 
Heintz,  Inc.;  the  Honorable 
Anne  O’Laughlin  Scott,  who 
recently  retired  from  the 
bench  as  an  associate  judge 
of  the  Circuit  Court  of  Cook 
County;  Carole  Segal,  vice- 
president  and  cofounder  of 
Crate  and  Barrel,  and  founder 
and  former  CEO  of  Foodstuffs; 


and  John  J.  Shea,  vice-chair¬ 
man,  president  and  CEO 
of  Spiegel,  Inc. 

Holly  Williams  Madigan, 
president  elect  of  the  Woman’s 
Board,  was  elected  an  annual 
trustee. 

Newly  elected  life  trustees 
are  Mrs.  Frederick  M.  Allen, 
Mrs.  Bowen  Blair,  Richard  G. 
Cline,  Mrs.  Edward  Hines, 
Thomas  J.  Klutznick,  Mrs.  E 


Richard  Meyer  III  and 
Robert  A.  Southern. 

Other  actions  of  the  board 
include  the  appointment  of 
James  W.  DeYoung  to  the 
Executive  Committee. 
DeYoung,  recently  elected 
chairman  of  the  board  of 
Rush  Health  Plans,  is  presi¬ 
dent  of  Winston  Partners,  Inc. 
He  has  been  a  member  of  the 
Board  of  Trustees  since  1977. 


A  New  Choice  for  Pregnant  Women  with  Kidney  Disease 


Last  August,  30-year-old 
Jacquelyn  Marrone  beat  the 
odds  when  she  gave  birth  to 
her  first  child— a  healthy  son 
named  Stephen. 

Marrone  suffers  from 
chronic  kidney  disease.  For 
women  with  her  condition, 
pregnancy  poses  serious 
health  risks. 

Both  mother  and  fetus  are 
in  danger  of  blood  poisoning 
by  urinary  acids.  The  risk 
is  very  high  for  premature 
delivery— and  all  the  medical 
complications  the  newborn 
may  suffer  as  a  result.  Hyper¬ 
tension  in  the  mother  may 
become  so  severe  that  it  trig¬ 
gers  seizures  and  blackouts, 
and  may  even  lead  to  her 
death. 

Pregnancy  can  accelerate 
deterioration  of  the  kidneys 
and,  for  some  women,  can 


hasten  the  need  for  dialysis— 
the  mechanical  process  of 
removing  poisons  from  blood 
when  kidneys  have  failed.  For 
these  women,  dialysis  is  a 
stopgap  until  a  kidney  trans¬ 
plant  can  take  place. 

Not  long  ago,  physicians 
usually  recommended  termi¬ 
nating  these  difficult  preg¬ 
nancies.  Today,  with  proper 
care  and  supervision,  kidney 
patients  have  a  better  chance 
of  giving  birth. 

Susan  Hou,  M.D.,  assistant 
professor  of  internal  medi¬ 
cine,  is  an  expert  in  the  field 
of  pregnancy  in  kidney 
patients. 

Her  experience  suggests 
dialysis  may  improve  the 
prospects  for  delivering  a 
healthy  baby. 

“For  women  on  dialysis 
who  become  pregnant,  the 


success  rate  for  childbirth  is 
about  50  percent,”  she  says. 
“For  kidney  patients  who 
begin  dialysis  after  becoming 
pregnant,  the  success  rate 
jumps  to  86  percent.” 

When  Jacquelyn  Marrone 
became  pregnant,  she 
discussed  her  options  with 
Dr.  Hou  and  decided  to  start 
on  dialysis. 

“Pregnancy  is  a  full-time 
job  for  someone  with  my  dis¬ 
ease,”  says  Marrone. “But  I’ve 
always  wanted  a  baby,  and 
Dr.  Hou  was  there  for  me.” 

Dr.  Hou  emphasizes  that 
even  with  the  best  of  care, 
pregnancy  remains  risky  for 
women  with  kidney  disease. 

Many  expectant  mothers 
control  blood  pressure  and 
calcium  levels  with  medica¬ 
tion.  Most  women  with  kidney 
disease  need  to  use  home 


uterine  monitoring  equip¬ 
ment  to  detect  premature 
labor.  With  early  detection 
and  treatment,  labor  can  be 
stopped  before  it  leads  to 
premature  birth,  the  most 
common  cause  of  death  in 
these  babies. 

In  certain  cases,  once  the 
baby  is  bom,  mothers  who 
started  dialysis  after  becom¬ 
ing  pregnant  will  no  longer 
need  it.  “If  the  mother’s 
kidney  function  has  not 
worsened,  she  can  stop  dialy¬ 
sis,”  says  Dr.  Hou. 

Dr.  Hou  is  now  developing 
a  national  registry  for  preg¬ 
nant  women  on  dialysis. 

“The  information  from  the 
registry  can  help  us  design 
studies  to  see  what  kinds  of 
interventions  seem  to  help  for 
the  problems  these  patients 
face,”  she  says.— N.  J. 
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What  Memories  Are  Made  Of 


Marder  Leads  Medical 
Staff  Quality  Program 


Amnesia  can  be  a  powerful 
weapon  against  memories 
that  are  too  painful  to  recall. 
But  what  of  these  repressed 
memories?  Are  they  rehable 
accounts  of  events  or  are  they 
distorted  recollections,  never¬ 
theless  perceived  as  real? 

These  questions  were 
addressed  last  November  at 
the  Rush  Department  of  Psy¬ 
chiatry’s  Eighth  International 
Conference  on  Multiple 
Personality  /  Dissociative 
States. 

Speakers  included 
Elizabeth  Loftus,  Ph.D.,  from 
the  University  of  Washington, 
Seattle,  whose  research  sug¬ 
gests  that  the  tendency  to 
edit  and  embellish  recollec¬ 
tions  is  natural. 

In  her  studies,  psychologi¬ 
cally  normal  subjects  were 
shown  a  movie  of  a  simulated 
accident  and  then  given  mis¬ 
information.  For  example, 
when  questioned  about  what 
they  saw,  they  were  asked, 
“What  happened  when  the 
car  drove  past  the  bam?” 
even  though  no  bam  was 
present  in  the  simulation. 
When  later  asked  to  describe 
the  accident,  the  misinforma¬ 
tion  consistently  appeared  in 
a  significant  number  of  the 
subjects’  accounts. 

Does  misinformation 
influence  memory  traces? 
Answering  this,  says  Dr. 
Loftus,  could  offer  insights 
into  the  reliability  of  memo¬ 
ries  uncovered  after  years  of 
repression.  What’s  more,  such 
knowledge  could  sway  the 
ongoing  legal  debate  over  vic¬ 
tims’  rights  to  sue  for  dam¬ 
ages  on  the  basis  of  memories 
uncovered  years  after  alleged 
abuse. 

Dissociation— or  mentally 
removing  oneself  from  a 
situation— is  one  of  the  mind’s 
natural  defenses.  But  when 
triggered  by  severe,  repeated 
physical  or  psychological 
abuse,  this  defense  system 


sometimes  goes  awry.  Mem¬ 
ory  loss  is  intrinsic  to 
dissociative  disorders,  which 
encompass  a  range  of  related 
psychological  disturbances, 
most  notably  multiple  person¬ 
ality  disorder. 

“We’re  looking  at  how 
memories  are  created  and 
how  dissociative  disorder- 
related  memory  deficits 
occur,”  says  Edward  J. 
Frischholz,  Ph.D.,  research 
associate  for  the  Dissociative 
Disorders  Program  at  Rush. 

“It  may  be  that  trauma 
makes  people  particularly 
susceptible  to  distorting  influ¬ 
ences,”  he  says.  “If  so,  we  need 
to  learn  when  and  why  dis¬ 
tortion  occurs.” 

Memory  has  three  parts. 
First,  information  is  regis¬ 
tered,  or  encoded.  Next,  it’s 
transferred  to  long-term 
memory,  where  it’s  stored. 
Finally,  information  is 
retrieved,  or  reproduced  by 
the  mind  in  the  form  of  a 
recollection. 

Until  recently,  it’s  been 
thought  that  dissociative  dis¬ 
orders  involve  storage  and/or 
retrieval  problems.  But,  says 
Dr.  Frischholz,  evidence  now 
suggests  problems  may  also 
arise  during  encoding.  If  so, 
underlying  memory  traces— 
often  assumed  to  possess  a 
photograph-like  accuracy— 
may  themselves  be  distorted. 

“But  to  patients,  these 
uncovered  memories,  dis¬ 
torted  or  not,  remain  very 
real,”  says  Bennett  G.  Braun, 
M.D.,  director  of  the  Dissocia¬ 
tive  Disorders  Program  and 
program  director  of  the 
conference. 

“As  therapists,  we  walk  a 
fine  line.  We  have  to  be  sup¬ 
portive  as  our  patients  deal 
with  their  memories  of  the 
past,  but  we  need  to  bear  in 
mind  that  everything  they 
remember  is  not  necessarily 
objective  truth.”— C.J. 


Robert  J.  Marder,  M.D. 


Robert  J.  Marder,  M.D.,  has 
been  named  medical  director 
for  quality  management  at 
Rush.  In  this  new  position, 
he  coordinates  medical  staff 
efforts  to  monitor,  assess  and 
improve  patient  care. 

Dr.  Marder,  a  1977  gradu¬ 
ate  of  Rush  Medical  College, 
joined  the  staff  in  August 
1991  after  serving  three 
years  as  a  project  director 
for  the  Joint  Commission  on 
Accreditation  of  Healthcare 
Organizations  ( JCAHO)  in 
the  Division  of  Research 
and  Standards. 

JCAHO  is  the  principal 
organization  charged  with 
accrediting  the  nation’s  health 
care  faculties. 

WhUe  at  JCAHO,  Dr.  Marder 
played  a  key  role  in  defining 
hospital  performance  mea¬ 
sures  as  part  of  the  commis¬ 
sion’s  long-term  strategic  plan 
for  health  care,  called  the 
“Agenda  for  Change.”  That 
agenda,  says  Dr.  Marder,  is 
based  on  concepts  at  the  core 
of  the  Total  Quality  Manage¬ 
ment  program  that  has  been 
in  place  at  Rush  for  the  last 
four  years. 

“Rush  is  in  an  extremely 
strong  position  to  meet  these 
new  standards,”  says  Dr. 
Marder.  “Many  hospitals  are 


just  beginning  to  understand 
the  concept  of  continuous 
quality  improvement.  Rush 
is  well  along  the  way. 

“Prior  to  my  coming  to 
Rush,  the  medical  staff  had 
an  active  quality  assurance 
program,”  he  says.  “What  I 
bring  to  the  process  is  the 
abUity  to  help  the  staff  ask 
the  right  questions:  What  are 
we  trying  to  measure?  How 
should  we  measure  it?  What 
are  we  going  to  do  with  the 
information?  My  goal  is  to 
encourage  physicians  to  be 
problem  solvers,  not  data 
coUectors.” 

Dr.  Marder  is  working  with 
Cynthia  Schripsema,  M.S., 
R.N.,  director  of  quality 
assessment  and  improvement, 
to  coordinate  data  collection 
resources  for  the  medical  staff 
as  well  as  for  nursing  and 
ancillary  services.  They  are 
also  working  together  to  pro¬ 
mote  interdisciplinary  quality 
improvement  efforts  around 
the  Medical  Center. 

“Ultimately,  it’s  the  people 
who  take  care  of  patients  who 
will  make  the  improvements,” 
says  Dr.  Marder.  “My  job  is  to 
put  in  place  systems  that  wUl 
enable  them  to  do  that  more 
easily.”— MM. 
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RUSH^OUNDS 


Paul  Fairchild  made  a  200-mile  bicycle  trek  after  undergoing  corrective  surgery  at  Rush  for  scoliosis. 


Going  the  Distance  After  Back  Surgery 


Hunched  over  his  touring 
bicycle,  Paul  Fairchild  rode 
200  miles  from  his  hometown 
of  Milan,  Michigan,  to  West 
Branch  last  August.  Over  the 
course  of  the  two-and-a-half- 
day  trek,  he  averaged  nearly 
15  miles  an  hour. 

“I  still  can’t  believe  1  did  it. 
Ten  years  ago,  1  found  it  diffi¬ 
cult  to  take  long  walks,  let 
alone  ride  a  bike,”  he  says. 

The  43-year-old  machinist 
could  not  have  made  the  jour¬ 
ney  before  undergoing  correc¬ 
tive  surgery  at  Rush  for 
scoliosis. 

He  was  first  diagnosed 
with  the  condition,  which 
causes  the  spine  to  curve 
sideways,  at  age  12.  Early 
signs  of  the  deformity  in  chil¬ 
dren  are  uneven  shoulders  or 
hips,  a  protruding  shoulder 


blade,  or  a  head  that  tilts 
slightly  to  one  side. 

Fairchild’s  condition 
worsened  over  time.  By  age  35, 
his  spine  had  curved  so  much 
that  it  resembled  a  sharp  “S.” 

“When  my  three-year-old 
son  cried,  it  was  hard  for  me 
to  pick  him  up,”  he  recalls.  “I 
couldn’t  exercise,  go  bike 
riding  or  play  softbaU  in  the 
spring.  Lifting,  bending  and 
walking  were  torture.” 

Every  specialist  he  con¬ 
sulted  told  him  surgery 
wouldn’t  help  his  severely 
deformed  spine.  Worse,  they 
predicted  he’d  be  wheelchair 
bound  by  the  age  of  45. 

Fairchild  refused  to  give 
up  hope.  In  August  of  1985, 
he  heard  through  a  local 
scoliosis  association  about  a 
corrective  operation  and  was 
referred  to  Ronald  L.  DeWald, 


M.D.,  professor  of  orthopedic 
surgery  at  Rush. 

A  pioneer  in  the  treatment 
of  patients  with  debilitating 
spinal  conditions.  Dr.  DeWald 
performed  surgery  to  realign 
Fairchild’s  crooked  spine  in 
the  spring  of  1986. 

Fairchild  was  hospitalized 
for  11  days,  and  returned  to 
his  job  only  two  months  after 
surgery.  Like  many  spine 
patients,  he  wore  an  upper- 
body  brace  for  a  year.  Though 
it  took  several  years  for  him 
to  regain  full  mobility,  today 
a  slightly  protruding  right 
shoulder  blade  is  the  only 
reminder  of  the  condition  that 
gave  him  excruciating  pain 
for  25  years. 

“Twenty  years  ago,  people 
who  underwent  spine  surgery 
spent  up  to  nine  months  recu¬ 
perating  in  the  hospital,”  says 


Dr.  DeWald.  “Most  of  them 
were  treated  preoperatively 
with  traction,  plastic  casts 
and  heavy  metal  braces  that 
are  now  obsolete.” 

Better  anesthesia  and 
improved  spinal  implants 
have  revolutionized  the  spe¬ 
cialty,  notes  Dr.  DeWald.  In 
addition,  technological 
advances  such  as  CT  scans 
and  magnetic  resonance 
imaging  have  made  the  sur¬ 
geon’s  job  easier. 

How  did  Fairchild  know 
his  operation  was  a  success? 
“Before  I  went  into  surgery, 

I  looked  straight  into  my 
wife’s  eyes,”  he  says.  “When  I 
stood  up  for  the  first  time 
three  days  later,  I  was  an  inch 
and  a  half  taller  and  looked 
down  on  the  top  of  her 
hea.d:'-B.H. 
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Folklore  brought  us  the  tale  of 
the  sandman— the  spirit  who 
sprinkled  sand  in  the  eyes  of 
children,  causing  them  to  fall  asleep.  If 
only  the  explanation  for  sleep  were 
that  simple. 

We  spend  one-third  of  our  lifetimes 
sleeping,  yet  we  still  have  more  ques¬ 
tions  than  answers  about  why  we  sleep, 
how  we  sleep  and  what  makes  us  fall 
asleep.  Only  recently  have  we  begun 
to  discover  the  secrets  of  the  sandman. 

As  the  door  to  understanding  sleep 
is  being  cracked  open,  we  are  finding 
that  sleep  may  answer  a  lot  of  ques¬ 
tions  about  why  the  body  functions 
the  way  it  does. 

“In  the  past  few  decades,  studies  have 
shown  that  the  body’s  organs  and  sys¬ 
tems  behave  differently  in  sleep.  Before 
then,  research  in  medicine  generally 
was  conducted  with  the  body  in  a  wak¬ 
ing  state,”  says  Ruzica  K.  Ristanovic, 
M.D.,  assistant  professor  of  neuro¬ 
logical  sciences  and  medical  director 
of  the  Rush  Sleep  Disorder  Service  and 
Research  Center. 

Some  researchers  believe  that,  as  a 
result  of  human  evolution,  certain 
internal  processes  are  performed  spe¬ 
cifically  during  sleep  to  prime  the  body 
for  proper  functioning  the  next  day. 

“In  a  sense,  sleep  is  a  time  of  fasting. 
When  we’re  sleeping,  we  are  not  really 


taking  in  nutrients.  But  our  body  needs 
to  maintain  energy  levels  for  metabolic 
processes  it  performs  during  sleep,” 
says  Saul  A.  Rothenberg,  Ph.D.,  assist¬ 
ant  professor  of  psychology  and  social 
sciences  and  laboratory  director  of  the 
Rush  Sleep  Disorder  Service  and 
Research  Center. 

The  nighttime  release  of  various  hor¬ 
mones  may  unleash  stores  of  energy, 
providing  the  boost  the  body  needs  to 
continue  with  its  work  of  digestion, 
respiration,  circulation,  tissue  growth 
and  other  internal  processes. 

Sleep  and  the 
Immune  System 

Sleep  also  may  have  a  positive  impact 
on  the  immune  system.  “It  may  be  that 
sleep  is  a  special  time  for  the  brain  and 
the  immune  system  to  ‘converse,’  and 
that’s  one  of  the  benefits  of  sleep,”  says 
Dr.  Rothenberg. 

When  we  first  fall  asleep,  the  body 
releases  growth  hormone,  which  some 
researchers  suggest  enhances  immune 
system  function. 

“The  immune  system’s  tuned  up  at 
the  beginning  of  the  night  to  clean  the 
slate  ft’om  the  day’s  exposure  to  harm¬ 
ful  organisms,”  says  Dr.  Rothenberg. 

While  growth  hormone  sparks 
immune  system  function,  stress  hor- 
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mones  inhibit  it.  Stress  hormones  are 
released  during  waking  to  help  mobilize 
defenses  in  arousing  situations.  But 
during  sleep,  they  may  work  to  modu¬ 
late  the  effects  of  growth  hormone 
released  earlier  in  the  night.  In  normal 
amounts,  stress  hormones  released 
during  our  slumber  may  prevent  the 
overactivation  of  immune  mecha- 


nisms-which  can  be  harmful— and 
can  help  return  the  body  to  a  proper 
state  of  immune  readiness  to  face  the 
day’s  invaders. 

Consider  what  happens  to  the 
immune  system  in  an  extreme  case, 
such  as  when  we  get  sick.  When 
germs,  viruses  or  bacteria  invade,  the 
body  responds  by  releasing  protector 
substances  to  ward  off  illness  or 
infection.  But  is  it  the  invaders  or  the 
immune  system’s  response  to  them 
that  leads  to  the  behavioral  changes 
we  experience— such  as  the  increased 
need  for  sleep? 

Some  sleep  experts  and  immunolo¬ 
gists  suggest  that  it  is  not  the  “bug”  but 
the  activation  of  the  immune  system 
that  causes  the  fatigue,  the  change  in 
body  temperature  and  the  overall  per¬ 
ception  of  cloudiness  that  lull  us 
toward  sleep  and,  perhaps,  eventually 
back  to  health. 

“During  the  day,  we  sleep  for  hours. 
Then,  we  go  to  sleep  again  at  our  nor¬ 
mal  bedtime  and  sleep  all  night.  If  we 
ever  tried  to  sleep  that  much  when  we 
weren’t  sick,  we  would  never  be  able 
to  do  it,”  says  Dr.  Rothenberg. 

Cycles  of  Sleep 

While  we  sleep,  our  body  systems  may 
run  on  low  power,  but  they  do  still  run. 

From  the  time  we  hit  the  pillow  at 
night  until  the  time  we  open  our  eyes 
in  the  morning,  body  temperature,  res¬ 
piration,  heart  rate,  and  eye  and  body 


movement  all  fluctuate  in  a  patterned 
way. 

We  can  compare  the  body’s  response 
at  the  outset  of  sleep  with  a  typical 
office  at  5  p.m.  Initially,  the  body  winds 
down,  similar  to  the  way  in  which  we 
prepare  to  leave  the  office.  We  turn 
down  the  thermostat  and  turn  off  liglrts, 
one  by  one.  Only  the  dull  hum  of  the 


mainframe  computer  system  lingers. 

Then,  later  in  the  night,  like  the  cus¬ 
todian  who  flicks  on  the  lights  to  do 
the  evening’s  work,  the  body  revives 
and  reactivates  itself-whirring 
through  its  regular  functions  as  if  we 
were  fully  awake.  And  the  cycle 
repeats. 

While  we  don’t  have  a  full  under¬ 
standing  of  how  we  fall  asleep,  we  do 
know  the  brain  is  responsible.  Two 
things  happen.  Brain  mechanisms  turn 
off  the  system  in  the  brainstem  that 
keeps  us  awake  and  turn  on  a  second 
system  that  triggers  sleep. 

In  eight  hours,  we  might  experience 
three  to  four  cycles  of  what’s  known  as 
“quiet  sleep”  with  dreams  in  between. 
Quiet  sleep,  which  consists  of  four 
stages  of  gradually  deeper  sleep,  is 
what  most  of  us  think  of  when  we  use 
the  word  “sleep.”  This  quiet  sleep  gen¬ 
erally  lasts  about  90  minutes  per  cycle. 

We  start  with  two  stages  of  quiet  light 
sleep.  In  Stage  1,  we  just  begin  to  doze 
and  could  be  aroused  to  wakefulness 
by  a  loud  noise  or  by  a  bed  partner’s 
nudging.  We  cannot  be  as  easily  awak¬ 
ened  in  Stage  2  sleep.  In  this  stage, 
brain  waves  become  slightly  slower  as 
we  fall  into  full  unconsciousness.  Our 
body  temperature  begins  to  drop,  and 
our  heart  and  respiratory  rates  begin 
to  slow. 

From  light  sleep,  we  progress  to  two 
stages  of  quiet  deep  sleep-Stages  3 
and  4.  Brain  waves  become  much 
slower  as  we  pass  througli  Stages  2 


and  3  to  Stage  4,  the  deepest  stage  of 
sleep.  In  these  deep  sleep  stages,  eye 
movements  stop,  heart  and  respiratory 
rates  slow  further,  and  blood  pressure 
and  body  temperature  continue  to  fall. 

From  Stage  4,  we  may  slip  back  into  a 
light  stage  of  sleep,  perhaps  even  wak¬ 
ing  up  for  a  few  seconds  to  roll  over. 
Then,  from  that  brief  moment  in  light 
sleep,  we  move  into  dreaming. 

Dreaming  occurs  during  rapid  eye 
movement-or  REM-sleep.  Individual 
REM  periods  vary  in  length,  though 
they  tend  to  last  longer  toward  the  end 
of  a  night’s  slumber  and  total  about 
two  hours. 

During  REM  sleep  the  body  responds 
as  if  fully  awake  but  without  moving. 
Brain  waves  rebound  and  become 
short  and  rapid.  Heart  and  respiratory 
rates  become  erratic.  Temperature 
rises.  And  we  lie  in  a  paralytic  state 
“watching”  a  series  of  images  through 
our  rapidly  moving  eyes. 

Mystery  of  REM 

“One  of  the  biggest  mysteries  is  why, 
after  quiet  sleep,  the  body  suddenly 
expends  a  lot  of  energy  and  increases 
its  rate  of  activity.  Why  do  we  do  that 
deep,  relaxed,  low-temperature  stuff 
and  then  reverse  so  abruptly  every 
night?”  asks  Rosalind  D.  Cartwright, 
Ph.D.,  director  of  the  Rush  Sleep  Dis¬ 
order  Service  and  Research  Center  and 
chairperson  of  the  Department  of  Psy¬ 
chology  and  Social  Sciences. 

REM  originates  in  the  brain  stem. 
Nerves  in  the  brain  stem  fire  impulses 
up  to  other  processing  centers  in  the 
brain,  some  of  which  interpret  the 
visual  images  we  “see.” 

Too  much  sleep— hence,  too  much 
REM— or  too  little  sleep  and  too  little 
REM  can  cause  problems. 

“If  you  miss  either  the  deep  sleep  or 
the  REM  sleep,  you  don’t  feel  as  though 
you’ve  had  a  good  night.  They  both 
seem  to  be  important  for  us  to  feel  and 
function  well,”  says  Dr.  Cartwright. 

“When  REM  loss  is  chronic,  there  can 
be  serious  daytime  repercussions,”  says 
Cynthia  L.  Cornelia,  M.D.,  assistant  pro¬ 
fessor  of  neurological  sciences  at  Rush. 
That  was  what  she  found  in  her 
research  on  patients  with  Parkinson’s 


“It  may  be  that  sleep  is  a  special  time 
for  the  brain  and  the  immune  system 
to  ‘converse’. . .  ” 
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The  Sleep  Laboratory 


To  allow  researchers  to  study  the  changes  that  occur 
in  the  body  during  sleep,  scientists  developed  spe¬ 
cial  laboratories.  The  labs  also  make  it  possible  for 
researchers  to  analyze  and  treat  sleep  disorders— condi¬ 
tions  related  to  sleep  or  lack  of  sleep. 

Today,  there  are  more  than  200  accredited  sleep  labora¬ 
tories  in  the  United  States.  Rush  opened  its  own  lab,  one 
of  the  first  in  the  country,  in  1978. 

Sleep  laboratories  feature  two  areas-a  patient  room 
and  an  instrumentation  room. 

In  the  patient  room,  technicians  tape  electrodes— wired 
to  the  instrumentation  room-to  the  sleeper’s  scalp,  beside 
the  eyes  and,  sometimes,  on  the  chest  and  limbs.  Mounted 


to  the  ceiling  in  the  patient  room  is  a  video  camera  focused 
on  the  sleeper’s  bed.  Next  to  the  bed  is  an  intercom 
system  that  allows  the  researcher  and  the  sleeper  to 
communicate.  For  dream  research,  sleepers  are  awak¬ 
ened  by  this  system  after  each  REM  sleep  period  to 
report  their  dreams. 

In  the  instrumentation  room,  television  monitors  dis¬ 
play  the  sleeper  in  bed,  and  video  cassette  recorders  tape 
the  sleeper’s  movements  and  breathing  sounds.  Techni¬ 
cians  use  a  polysomnograph  to  measure  brain  wave,  eye 
and  muscle  activity.  This  electronic  equipment  monitors 
and  records  fi’om  8  to  16  different  physiologic  responses 
during  a  night’s  sleep.  -S.J. 
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disease.  For  some  patients,  medications 
that  improved  their  limited  mobility 
also  disturbed  their  sleep,  depriving 
them  of  REM.  In  the  most  serious  cases, 
patients  had  waking  hallucinations. 

But  too  much  REM  sleep  is  hard  on 
the  heart,  says  Dr.  Cartwright.  “The 
heart  races  and  slows,  just  like 
respiration-the  more  REM,  the  more 
irregular  heart  rhythms.” 

Studies  also  show  that  sleep  that  is 
interrupted  can  have  the  same  effect 
as  no  sleep  at  all. 

That’s  the  case  with  a  sleep  disorder 
called  apnea.  People  with  apnea  have 
trouble  breathing  when  they  sleep. 
Their  respiration  stops  for  brief  periods 
of  time  during  the  night— especially 
during  REM.  As  a  result,  they  wake  up 
periodically  to  catch  their  breath. 

“People  with  apnea  can’t  get  up  in 
the  morning  because  they’re  too  tired, 
so  they  go  to  bed  early.  But  they’re  still 
not  rested  after  10  hours  of  sleep,”  says 
Dr.  Cartwright.  “They  have  been  work¬ 
ing  too  hard  all  night  to  maintain 
respiration.” 

Getting  Enough  Sleep 

We  need  a  certain  number  of  hours  of 
sleep  each  night.  Though  Mom  may 
have  said  eight  hours  of  sleep  a  night  is 
best,  the  amount  that  is  right  for  you  is 
something  only  you  can  determine. 
According  to  Dr.  Rothenberg,  the  rule 
of  thumb  is  that  we  need  enough  sleep 
to  function  well  and  not  be  sleepy  when 
we’re  awake. 

So,  how  do  we  know  if  we’ve  slept 
enough? 

Take  the  weekend  test.  Go  to  sleep 
on  Friday  night  and  turn  off  the  alarm 
clock.  If  you  find  you  feel  better  on 
Saturday  because  you’ve  slept  a  little 
longer  than  usual,  then  you  needed 
that  extra  sleep.  And  you  probably 
should  go  to  bed  earlier  on  weeknights 
to  get  it. 

“Some  of  the  recent  research  has 
shown  that  starting  in  late  adolescent 
life  and  continuing  until  much  later 
than  we  want  to  admit  to  ourselves. 


Our  bodies  won't  let  us  go  too  long 
without  sleep. 
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we  need  more  sleep  than  we  are  get¬ 
ting.  We  seem  to  be  a  sleep-deprived 
country,”  says  Dr.  Rothenberg. 

For  many  of  us,  there  are  never 
enough  hours  in  a  day  to  get  things 
done.  Sometimes  we  skip  sleep  just  to 
finish  what  we  need  or  want  to  do. 

As  children,  we  stayed  up  late  for 
Santa  Claus.  In  college,  we  studied  all 
night  for  final  exams.  On  vacation  trips, 
we’ve  waited  until  the  last  minute  to 
head  home. 

But  the  tired  child  becomes  irritable, 
whiny  and  overbearing.  The  student 
who  survives  the  early  morning  exam 
may  sleep  through  afternoon  lectures. 
And  the  vacationer  driving  home  in 
the  middle  of  the  night  may  doze  at  the 
wheel  and  have  an  accident  on  the 
expressway. 

We  can’t  go  for  days  and  days  without 
any  sleep  simply  because  our  bodies 
won’t  let  us.  But  we  can  handle  small 
fiuctuations  in  our  sleep  routine,  such 
as  losing  a  few  hours  here  and  there. 
Our  arousal  system  usually  enables  us 
to  focus  at  work  and  stay  alert  on  long 
drives  home  when  we’ve  been  short 
on  sleep.  In  a  sense,  we  can  program 
ourselves  to  run  on  overdrive,  but 
not  without  a  price.  Long-term  cheat¬ 
ing  on  sleep  can  become  a  tough  habit 
to  break. 

“If  we’re  used  to  evoking  our  arousal 
system  to  compensate  for  insufficient 
sleep,  there’s  going  to  come  a  time 
when  we’ll  want  to  turn  off  that  system 
in  order  to  sleep.  And  that’s  not  always 
easy  to  do,”  Dr.  Rothenberg  says. 

The  difficulty  lies  in  reprogramming 
ourselves.  Catching  up  on  sleep 
requires  finding  more  time  to  sleep  and 
learning  how  to  unwind  enough  to  be 
able  to  sleep.  Eventually,  with  time, 
patience  and  practice,  we  can  return 
to  a  regular  sleep  routine,  which  is  far 
healthier  than  continually  challenging 
ourselves  to  stay  awake. 

But  some  of  us  try  to  fit  sleep  into  an 
already  irregular  routine. 

Night  shift  work  or  rotations  that 
include  night  shifts  interrupt  the  sleep 
routine  for  20  percent  of  the  American 


The  sleep  lab  allows  researclm's  to 
study  body  changes  during  sleep. 
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The  Stuff  That  Dreams 
Are  Made  on 


work  force,  says  Charmane  I.  Eastman, 
Ph.D.,  associate  professor  of  psychol¬ 
ogy  and  social  sciences  and  director 
of  the  Biological  Rhythms  Research 
Laboratory  at  Rush. 

The  study  of  circadian  rhythms-the 
inner  cycles,  such  as  body  tempera¬ 
ture,  controlled  by  our  biological  clock- 
has  revealed  important  information 
about  when  we  can  best  sleep.  When 
body  temperature  is  higli,  we  become 
alert  and  tend  to  perform  better.  When 
body  temperature  falls— as  it  does  at 
night- we  are  more  inclined  to  sleep. 

In  addition,  alertness  drops  slightly 
in  the  early  afternoon,  naturally  caus¬ 
ing  us  to  feel  sleepy.  In  Latin  American 
countries,  rather  than  fight  the  urge  to 
sleep,  people  surrender  to  it  with  a 
daily  siesta  or  afternoon  nap. 

Synchronizing  our  natural  rhythms 
with  daytime  and  nighttime  allows  sleep 
to  fall  at  its  proper  time.  Dr.  Eastman 
has  used  bright  fluorescent  lights  to 
imitate  the  sun  and  change  the  biological 
clock-and  thus  the  timing-of  circadian 
rhythms  to  help  people  go  to  sleep  and 
wake  up  against  the  natural  day.  These 
techniques  may  one  day  be  used  to 
help  shift  workers. 

Sleep  disturbances  caused  by  jet  lag 
are  easier  for  the  body  to  adjust  to. 

“With  shift  work,  the  time  of  day  and 
night  stay  the  same  and  the  circadian 
rhythms  never  fully  adjust,  which 
doesn’t  help  the  worker,”  says  Dr. 
Eastman.  “With  jet  lag,  we  go  some 
place  and  all  the  elements  have 
changed— daytime  and  nighttime,  the 
social  cues,  like  what  time  dinner  is, 
and  the  timing  of  activity-so  eventu¬ 
ally  we  adapt.” 

Although  we  expect  sleep  to  come  at 
the  end  of  our  day,  we  cannot  order  the 
sandman  to  take  us  to  dreamland  at 
the  moment  we  wish.  Sleep  is  a  natu¬ 
ral  process  that  we  can  tamper  with 
but  not  fully  control.  And  the  conse¬ 
quences  of  disturbing  this  mysterious 
process  can  affect  our  health  and 
well-being. 

“People  are  not  machines,”  says  Dr. 
Eastman.  “We  can’t  just  be  turned  on 
and  off.  We’re  supposed  to  sleep  at 
nighf’-A.J. 


Jane,  33,  had  the  same  terrifying 
dream  for  months  after  her 
divorce  from  an  abusive,  alcoholic 
husband. 

'Tm  in  bed,  asleep,  when  I  hear  the 
sound  of  breaking  glass.  It’s  my 
ex-husband,  forcing  open  my  window. 
He  jumps  onto  my  bed  and  pins  me 
down,  intending  to  rape  me.  lean  feel 
his  breath  on  my  face. 

''Using  all  my  strength,  I  kick  him  off 
the  bed.  Then,  I  grab  the  phone  and 
dial  911.  But  the  police  put  me  on  hoM- 
they  actually  turn  on  Muzak.  Panicked, 
I  run  from  the  house,  through  the 
snow,  to  my  neighbor^  house,  where  I 


start  banging  on  the  door  and  yelling. 

"That’s  wheji  I  wake  up  saeaming, 
soaked  with  sweat.  And  then  I  feel 
lousy  all  the  next  day.  ” 

Vivid  and  intense,  nightmares  scare 
us  awake,  and  leave  us  anxious  and 
exhausted. 

But  what  causes  these  nighttime 
monsters  to  emerge?  Was  it  that  last 
slice  of  pepperoni  pizza  before  bed¬ 
time?  Or  are  they  instead  a  form  of 
emotional  indigestion,  triggered  by 
troubling  issues  in  our  waking  lives? 

Many  experts  are  convinced  that  the 
way  we  dream  is  closely  tied  to  the 
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way  we  feel.  When  we’re  content  and 
feel  good  about  ourselves,  our  dreams 
are  relatively  carefree.  But  dreams 
also  reflect  our  darker  moods. 

Depression,  in  particular,  plays  havoc 
with  sleep.  Depressed  people  typically 
toss  and  turn  with  insomnia  or  sleep 


abnormally  long  periods— up  to  15 
hours  at  a  time.  Depression  also  trig¬ 
gers  miserable,  anxiety-ridden  dreams, 
in  which  people  tend  to  cast  them¬ 
selves  as  victims  of  circumstances  they 
can’t  control.  Doors  won’t  open  and 
they’re  trapped ...  they  show  up  for 
tests  for  which  they  haven’t  studied . . . 
they’re  verbally  or  physically  attacked 
and  they  can’t  fight  back.  Their  dreams 
carry  themes  of  pessimism,  passivity 
and  hopelessness. 

It’s  been  suggested  that  the  best  way 
to  treat  depression  is  to  stop  these  hor¬ 
rible  dreams.  In  fact,  one  thing  antide¬ 
pressants  do  is  inhibit  the  dream  cycle. 
But  research  conducted  by  Rosalind 
D.  Cartwright,  Ph.D.,  shows  that 
dreaming— even  when  dreams  are 
bad-can  be  therapeutic. 

Dr.  Cartwright  is  chairperson  of  the 
Department  of  Psychology  and  Social 
Sciences  and  director  of  the  Sleep 
Disorder  Service  and  Research  Center 
at  Rush.  She’s  also  one  of  the  world’s 
foremost  authorities  on  sleep  and 
dreams.  In  her  new  book.  Crisis 
Dreaming:  Using  Your  Dreams  to 
Solve  Your  Problems  (Harper  Collins), 
Dr.  Cartwright  explains  her  theory- 
now  widely  held— that  dreams  reflect 
an  inner  emotional  state. 

Much  of  Crisis  Dreaming  is  based 
on  Dr.  Cartwright’s  own  research. 
Intrigued  by  the  relationship  between 


our  dreams  and  the  way  we  cope,  she 
recently  studied  200  men  and  women 
going  through  divorce. 

Divorce  brings  turmoil  and  change, 
and  often  triggers  depression. 

“It  can  leave  a  person  with  deep  feel¬ 
ings  of  loss  and  personal  failure,”  says 


Dr.  Cartwright.  “It’s  a  time  of  crisis 
and,  at  such  times,  our  dreams  go  into 
high  gear.” 

Seventy  of  these  divorced  men  and 
women  spent  three  consecutive  nights 
in  the  Rush  sleep  laboratory,  where  Dr. 
Cartwright  and  her  staff  tracked  their 
sleep  patterns  and  “captured”  their 
dreams.  After  periods  of  dreaming 
sleep,  or  REM  sleep,  the  sleepers  were 
awakened  and  asked  to  describe  their 
dreams  while  the  images  were  fresh  in 
their  memories. 

Psychological  tests  had  shown  that 
about  half-47  percent  of  the  men  and 
51  percent  of  the  women-were  clini¬ 
cally  depressed.  And  their  dreaming 
patterns  reflected  their  distress. 

Normally,  we  don’t  enter  the  excited 
brain  state  of  REM  sleep  until  we’ve 
had  about  an  hour  and  a  half  of  deep, 
restful  sleep.  Our  first  REM  period  lasts 
about  10  minutes  and  then  we  return 
to  deep  sleep.  We  repeat  this  cycle  three 
or  four  times  during  the  night,  with 
each  successive  REM  period  a  little 
longer  than  the  last. 

REM  and  Depression 

By  contrast,  the  depressed  subjects 
had  erratic  REM  sleep  patterns.  Most 
entered  REM  less  than  60  minutes  into 
sleep  and  their  first  period  of  REM 
tended  to  be  the  longest  of  the  night. 


Throughout  the  niglit,  their  dreams 
were  long,  unpleasant  and  filled  with 
strong  emotions.  For  many,  the  chief 
source  of  their  stress— the  former 
spouse-was  a  recurring  theme.  Yet, 
tests  of  these  people  a  year  later 
showed  that  those  who  had  these 
intense  dreams  recovered  completely 
from  their  depression.  Those  who,  by 
comparison,  had  milder  dreams  were 
still  depressed. 

“Dreams  help  us  work  through  issues 
that  are  too  emotionally  charged  and 
painful  for  us  to  confront  when  we’re 
awake,”  explains  Dr.  Cartwright.  “How 
people  dream  may  make  a  real  differ¬ 
ence  in  how  quickly  and  how  well  they 
repair  their  self-image  and  accommo¬ 
date  to  their  changed  circumstances.” 

Experts  suspect  that  dreaming  has 
other  important  Jobs  as  well. 

Sleep  and  dreams  are  explored  with 
a  high-tech  device  called  a  poly- 
somnograph.  Through  sensitive  elec¬ 
trodes  taped  to  the  skin,  researchers 
can  measure  a  sleeper’s  brain  waves, 
breathing  and  heart  rate,  muscle  tone, 
and  eye  and  limb  movement.  Changes 
such  as  increased  eye  movement  and 
relaxed  muscle  tone  indicate  that 
someone  has  entered  REM  sleep  and 
started  to  dream. 

Among  adults,  about  25  percent  of 
an  average  night’s  sleep  is  REM  sleep. 
Fetuses  and  newborn  babies  spend  more 
than  half  of  their  slumber  in  REM,  sug¬ 
gesting  that  it  plays  a  role  in  their  cog¬ 
nitive  development.  But  infants  don’t 
dream-at  least  not  in  the  way  we  usually 
define  it- until  they  can  process  impres¬ 
sions  of  the  world  and  store  them  in 
memory,  an  ability  most  develop  by 
the  time  they  are  six  months  old. 

Sleep  lab  research  shows  that  almost 
all  mammals  dream.  One  theory  is  that, 
during  REM  sleep,  animals  process  and 
store  memories  that  help  them  survive. 
The  family  cat,  for  example,  may  dream 
about  a  recent  unfriendly  encounter 
with  a  dog  to  reinforce  a  valuable  new 
lesson-the  importance  of  fleeing 
whenever  a  dog  approaches. 

In  humans,  too,  researchers  theorize 
that  REM  sleep  and  dreams  play  a  role 
in  the  consolidation  of  new  memories. 
Dreaming  increases  when  we’re 
involved  in  new  learning-a  foreign 


“Dreams  help  us  work  through 
issues  that  are  too  emotionally 
charged  and  painful for  us  to 
confront  when  we’re  awake.” 
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Rosalind  Cartwright,  Ph.D., 
chairperson,  Psychology  and 
Social  Sciences 


language-immersion  class,  for  exam¬ 
ple.  But  researchers,  including  Dr. 
Cartwright,  suspect  that  dreaming  has 
other,  more  complex  functions. 

Even  though  we’ve  been  dreaming 
since  prehistoric  times,  the  nature  of 
dreams  has  been  elusive.  The  ancient 
Greeks  thought  dreams  were  messages 
from  the  gods.  Eighteenth  century  phi¬ 
losophers  took  a  more  practical  view, 
saying  dreams  came  from  sleeping  in  a 
position  that  constricted  blood 
circulation-the  mind’s  way  of  telling 
the  body  to  roll  over.  It  wasn’t  until 
1900  that  Sigmund  Freud  proposed  the 
intriguing  theory  that  dreams  were 
“the  royal  road”  to  the  unconscious. 

Today,  there’s  still  dispute  about  what 
dreams  are  and  what  they  do.  Some 
scientists  think  that  dream  images  are, 
in  and  of  themselves,  meaningless  neu¬ 
rochemical  gibberish -random  bursts 
from  nerve  cells  in  the  brainstem.  The 
dreamer  then  imposes  meaning  on 
these  images,  expressing  whatever  is 
on  his  or  her  mind  at  the  time.  Other 
researchers  suggest  that  dreaming  is  a 
way  of  purging  unnecessary  informa¬ 
tion  from  the  brain. 

The  Necessity  of  Dreams 

Dr.  Cartwright  and  many  others,  how¬ 
ever,  reject  the  idea  that  dreams  are 
superfluous.  Dreams,  says  Dr.  Cart¬ 
wright,  are  necessary  for  survival. 

“I  believe  that  dreaming  is  designed, 
not  to  erase  experience,  but  to  high¬ 
light  it,  to  help  us  maintain  and  update 
our  internal  emotional  picture  of  our¬ 
selves,”  she  writes  in  Crisis  Dreaming. 

Most  of  us  remember  our  dreams 
sporadically— one  or  two  a  week,  at 
best.  But  sleep  researchers  have  found 
that  the  average  person  has  about  four 
dreams  each  night.  Alone,  a  dream  may 
seem  meaningless  and  bizarre.  But  in 
the  context  of  the  night’s  other  dreams- 
and  the  dreams  of  the  night  before  and 
the  night  after-a  storyline  emerges. 
Images  recur.  We  may  have  the  same 
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During  REM  sleep,  the  body  responds  as  if  fully  awake. 


dream  several  times,  but  with  differ¬ 
ent  endings. 

According  to  Dr.  Cartwright,  this  is 
the  process  by  which  the  unconscious 
mind  confronts  issues  and  problems. 
Dreams,  she  explains,  allow  us  to  inte¬ 
grate  today’s  new  events  and  concerns 
with  our  stored  memories  of  similar 
images,  feelings  and  sensations.  In 
doing  so,  they  help  us  maintain  our 
sense  of  identity,  especially  as  our  life 
situation  changes. 

Loss  of  a  job,  for  example,  can  trigger 
long-buried  memories  of  anxiety  and 
rejection. 

After  being  laid  off  from  work, 
42 -year-old  Frank  dreamt  that  he  was 
a  small  child  lost  in  a  shopping  mall¬ 
something  that  actually  happened  to 
him  when  he  was  five.  According  to  Dr. 
Cartwright,  while  these  types  of 
dreams  underscore  feelings  of  loss  and 
insecurity,  they  also  serve  as  remind¬ 
ers  that  we  have  survived  other  crises. 

During  a  turbulent  time  like  divorce, 
a  period  of  unpleasant  dreaming  is  nor¬ 
mal,  even  healthy,  says  Dr.  Cartwright. 
Bad  dreams  reflect  the  person’s  dis¬ 
tress  and,  what’s  more,  they  seem  to 
help  the  person  cope  with  it.  Over  time, 
dreams  usually  become  more  positive, 
reflecting  the  person’s  emotional 
progress. 

But  sometimes,  for  reasons  that  aren’t 
completely  understood,  this  healthy 
process  breaks  down.  Dreams  become 
persistently  hurtful  and  masochistic. 
Instead  of  helping  to  confront  painful 
issues  and  solve  problems,  they  per¬ 
petuate  a  poor  self-image  and  inability 
to  cope.  Each  morning,  the  person 
wakes  up  exhausted,  feeling  worse 
than  the  night  before. 

Controlling  Dreams 

When  this  occurs.  Dr.  Cartwright  pre¬ 
scribes  a  unique  therapy  in  which  peo¬ 
ple  learn  to  control  the  outcome  of  then- 
own  dreams.  She’s  found  that  this 
dream  therapy  can  be  used  to  break 
the  destructive  dream  cycles  that  feed 
depression. 

“We  can  redirect  dreaming  to  per¬ 
form  its  normal,  healthy  function,”  says 
Dr.  Cartwright.  “We  rewrite  our  own 
bad  scripts.” 


To  fix  our  dreams,  we  have  to  remem¬ 
ber  them.  According  to  Dr.  Cartwright, 
we  can  program  ourselves  to  wake  up 
after  each  REM  period,  when  dream 
images  are  still  fresh  in  our  minds. 

“Often,  it’s  enough  to  simply  remind 
yourself  of  your  intention  to  wake  up 
after  a  dream  as  you  drift  off  to  sleep. 
This  way,  you  set  your  mind  to  the 
task,”  she  says.  Setting  an  alarm  clock 
to  interrupt  sleep  at  different  times  dur¬ 
ing  the  night  can  be  a  more  foolproof— 
if  more  exhausting-way  of  catching 
dreams. 

To  change  the  outcome  of  dreams, 
we  must  first  create  a  new  ending. 
Then,  we  go  back  to  sleep  and,  more 
often  than  not,  back  to  the  same  dream. 
But  now,  we  insert  the  new,  more  posi¬ 
tive  conclusion.  Instead  of  silently 
enduring  the  taunts  of  a  dream  bully, 
for  example,  Jim  may  decide  to  tell  him 
off.  Mary,  who  has  a  recurring  dream 
of  being  physically  assaulted,  can  give 
herself  the  power  to  fight  off  her 
attacker. 

“With  some  practice,  everyone  can 
learn  to  do  this,”  says  Dr.  Cartwright. 
“You  wake  up  and  take  control.” 

This  therapy  can  help  those  who  suf¬ 
fer  from  sleep  terrors  and  violently  act 
out  their  nightmares-much  to  the 


alarm  of  their  bed  partners. 

“Sleep  terror  patients  tend  to  be 
bottled-up  emotionally,”  says  Dr. 
Cartwright.  “By  day,  they’re  meek  and 
kind.  They  never  get  angry,  never 
express  hostile  feelings.  But  during 
sleep,  they  let  these  feelings  out.” 

Most  of  these  patients  scream  and 
flail  about  in  their  beds.  Some  actually 
engage  in  bizarre,  even  dangerous, 
activities  like  fighting  off  imaginary 
attackers,  running  fi'om  their  homes 
or  jumping  out  of  windows.  “In  therapy, 
we  teach  these  people  to  dream  out 
their  aggression,  not  act  it  out,”  Dr. 
Cartwright  explains. 

She  recalls  one  man,  a  soft-spoken 
Walter  Mitty-type  who  suffered  from  a 
horrific,  recurring  nightmare  in  which 
a  bus  ran  him  down.  He  would  punch 
and  kick  his  wife  in  his  efforts  to  flee 
its  path. 

“We  discussed  a  new  ending  for  his 
dream,”  says  Dr.  Cartwright.  “I  thought 
he  might  decide  to  grow  wings  and  fly 
out  of  the  way  or  something  like  that. 
Instead,  this  meek,  mild  man  decided 
to  give  himself  a  machine  gun  so  that 
he  could  attack  the  bus  and  its  driver. 
I  was  quite  surprised ...  but  once  he 
changed  the  ending,  he  felt  better  and 
he  never  had  the  dream  again.”- C.J. 
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The  Other  Half 
of  Teen  Pregnancy 


Rush  social  workers 
help  boys  avoid 
becoming  parents 
too  soon. 

by  Sara  Parker  Floyd 


On  an  early  June  day  at  Sumner 
Elementary  School  on  Chicago’s 
West  Side,  nine  sixth  grade 
boys  huddle  around  a  binder  packed 
with  trading  cards  of  their  basketball 
heroes.  Ten  and  11  years  old,  at  the 
same  time  worldly  and  vulnerable,  they 
laugh  and  tease  each  other  while  wait¬ 
ing  for  their  tutoring  session  to  begin. 

“All  you’ve  got  to  do  is  work  hard,” 
Rush  social  worker  Floyd  Garrett 
reminds  the  boys  at  the  start  of  class. 

Garrett  is  director  of  the  Male  Respon¬ 
sibility  Program  of  the  Adolescent  Fam¬ 
ily  Center  at  Rush.  Sumner  is  one  of 
five  elementary  schools  he  visits  dur¬ 
ing  the  school  year  to  teach  the  boys 
not  only  the  basics  of  math  and  read¬ 
ing,  but  the  basics  of  how  to  get  along 
in  the  world-particularly  how  not  to 
become  teen  fathers. 

Reaching  Boys  Early 

Each  year  in  the  United  States,  more 
than  1  million  teenage  girls-one-tenth 
of  all  girls  between  15  and  19-become 
pregnant,  according  to  the  Alan 
Guttmacher  Institute,  a  non-profit 
group  that  studies  reproductive  health 
issues. 

Chicago  has  one  of  the  highest  teen 
pregnancy  rates  in  the  nation  and  it’s  a 
rate  that  continues  to  soar.  From  1985 
to  1990,  births  to  teenage  mothers 
jumped  15  percent. 

But  the  other  half  of  the  pregnancy 
equation-young  men  — has  only 
recently  come  into  focus. 

Rush  started  its  Male  Responsibility 
Program  six  years  ago.  It  is  one  of  about 
a  dozen  in  the  state  funded  by  Parents 
Too  Soon,  a  program  sponsored  by  the 
Illinois  Department  of  Public  Health. 
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Floyd  GcnTett,  director  of  the  Male  Resporisibility  Program  of  the  Rush  Adolescent  Family  Center 


Parents  Too  Soon  aims  to  reduce  the 
number  of  teen  pregnancies,  improve 
prenatal  care  for  young  mothers  and 
help  teen  parents  handle  responsibili¬ 
ties.  Most  recently  it  has  gained 
national  recognition  for  its  efforts  to 
reach  young  boys. 

When  the  Rush  program  first  began, 
it  targeted  15-to-19-year-old  boys  and 
offered  them  one-day  workshops  and 
meetings  on  sexuality  and  family 
planning. 

But  since  1990  its  focus  has  expanded 
to  working  with  younger  boys  in  an 
ongoing  program. 

“We  decided  we  could  be  more  effec¬ 
tive  in  preventing  teen  fatherhood  if 
we  reached  younger  boys  before  they 
were  in  danger  of  dropping  out  of 
school,”  says  Stephen  Gillenwater,  M.A., 
director  of  the  Adolescent  Family 
Center. 

“And  we  wanted  to  reach  them  before 
they  became  sexually  active.” 

What  does  dropping  out  of  school 


have  to  do  with  early  parenthood? 

“When  they  drop  out  of  school,  they’re 
usually  unemployed  and  hanging  out 
on  street  corners  with  nothing  to  do,” 
says  Garrett.  “They’re  bored,  and  that 
has  a  tendency  to  lead  them  to  try  to 
find  girls  and  have  sex,  without  think¬ 
ing  about  the  consequences.” 


Once  they  become  parents,  complet¬ 
ing  their  education  becomes  even  less 
of  a  priority. 

Studies  show  that  by  the  time  teen 
fathers  are  20  years  old,  only  39  per¬ 
cent  receive  high  school  certification, 
compared  with  86  percent  of  young 
men  who  postpone  parenting. 

The  boys  Garrett  tutors  are  those  the 


schools  believe  are  the  most  likely  to 
drop  out.  Teachers  target  the  students 
with  behavior  problems  and  those  who 
have  trouble  concentrating  on  their 
schoolwork. 

Most  of  the  boys  come  from  low- 
income,  troubled  families. 

“They  spend  the  school  day  acting 


out  the  chaos  they  see  at  home,”  says 
Gillenwater.  “It’s  not  so  much  that  they 
don’t  have  academic  potential,  it’s  just 
that  so  much  is  going  on,  they  can’t 
concentrate  on  school.” 

Nearly  one-third  of  the  men  over  age 
25  in  the  five  West  Side  Chicago  com¬ 
munities  where  Rush  runs  its  Male 
Responsibility  Program  have  dropped 


“The  boys  pretend  to  know  a  lot  about 
sex  and  a  big  thing  is  trying  to  clear 
up  the  myths.” 
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out  of  school  before  the  ninth  grade. 
This  section  of  Chicago  is  one  of  the 
city’s  poorest,  rife  with  unemployment 
and  crime. 

National  studies  indicate,  too,  says 
Gillenwater,  that  inner-city  African- 
American  and  Hispanic  boys  begin  to 
fall  behind  girls  in  academic  test  scores 
as  early  as  the  fifth  and  sixth  grades. 
Given  this,  boys  are  most  in  need  of 
encouragement  to  stay  in  school. 

The  Rush  program  focuses  on  boys 
in  the  sixth  through  eighth  grades.  Gar¬ 
rett  works  with  more  than  50  boys  a 
year,  usually  in  groups  of  12  to  15  for 
about  an  hour  a  week. 

He  helps  them  become  better  at  math 
and  reading  and  also  teaches  them 
about  anatomy,  puberty  and  contra¬ 
ception. 

Building  Self-Esteem 

At  the  start  of  each  school  year,  boys 
complete  a  setf-lmage  questionnaire  that 
asks  a  series  of  questions  including, 
“What  do  you  like  most  about  yourself?” 


and  “What  would  you  like  to  change 
about  yourself?”  Building  their  self¬ 
esteem  is  one  of  his  main  goals. 

“Without  self-esteem  a  boy  is  already 
halfway  lost,”  Garrett  says.'Tf  he  doesn’t 
like  himself,  he’s  not  going  to  care  about 
anyone  or  anything  else. 

“I  try  to  present  the  boys  with  a  lot  of 
positive  male  role  models.  We  talk  about 
African-American  inventors  and  poli¬ 
ticians,  but  a  good  role  model  can  even 
be  someone  in  their  family  or  someone 
they  meet  in  school.” 

To  keep  them  interested  in  school, 
Garrett  uses  a  lot  of  encouragement. 

“I  find  out  what  they’re  interested  in, 
what  their  favorite  subjects  are,  and 
help  them  to  focus  on  what  they  do 
well.  It’s  important  for  them  to  realize 
their  strengths  and  to  know  that  they 
could  get  help  in  those  areas  they’re 
weak  in.” 

Back  at  Sumner  Elementary  11-year- 
old  Jamel  eagerly  volunteers  to  talk  to 
a  visitor  about  what  he’s  learned  in  the 
sessions. 


Stephen  Gillenwater,  M.A. 


What’s  the  best  part  of  Garrett’s 
visits? 

With  a  quick  smile  that  brims  with 
charm,  Jamel  says  he  likes  it  when 
Garrett  gives  the  boys  basketball  cards 
for  good  performance.  And  when  they 
learned  about  “body  parts,”  that  was 
pretty  cool,  too. 

“The  boys  pretend  to  know  a  lot  about 
sex  and  a  big  thing  is  trying  to  clear  up 
the  myths,”  Garrett  says. 

When  he  first  came  to  the  schools, 
he  found  out  that  many  of  the  boys 
believed  that  a  girl  can’t  get  pregnant  if 
she  has  intercourse  standing  up.  And 
the  talk  around  school  was  that  you 
could  use  earwax  to  tell  if  a  girl  has  a 
sexually  transmitted  disease. 

“We  want  to  make  sure  that  the  boys 
don’t  feel  stupid  if  they  ask  questions,” 
says  Garrett,  who  has  two  sons  of  his 
own,  ages  10  and  6. 

“I  make  it  a  point  to  let  the  boys  in  the 
class  know  that  no  question  is  dumb. 
Then  I  make  up  a  question  which  I 
know  some  will  think  is  silly.  They  usu¬ 
ally  start  laughing.  It’s  a  nervous,  tense 
laugh,  but  once  that’s  all  out,  they  start 
asking  questions.” 

Although  it’s  still  too  early  to  tell  how 
successful  this  program  will  be  in  steer¬ 
ing  these  boys  away  from  becoming 
young  fathers,  Garrett  says  the  boys’ 
grades  are  improving  and  they  have  a 
better  understanding  of  sexuality, 
reproduction  and  contraception. 

According  to  Gillenwater,  “We’ll  need 
to  follow  the  boys  at  the  five  West  Side 
schools  for  a  couple  of  years  before  we 
can  be  certain  of  the  influence  we’ve 
had,  but  we’ve  made  a  commitment  to 
be  in  the  schools  every  week,  every 
day.” 

Adds  Garrett,  “I  feel  if  I  can  reach 
even  one  boy  in  a  class,  the  program  is 
a  success.”® 
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Helping  Our  Bodies  Heal 


Researchers  are  looking 
at  new  ways  to  boost 
a  natural  process. 

by  Dennis  Connaughton 


Most  of  US  take  for  granted  the 
body’s  ability  to  heal  its 
wounds.  Say  you  cut  your 
finger  peeling  potatoes.  At  first  the  cut 
bleeds,  then  after  a  while  the  blood 
clots  and  forms  a  scab.  Eventually  the 
scab  falls  away  and,  miraculously  it 
seems,  the  cut  beneath  is  healed. 

But  for  some  people  the  healing  pro¬ 
cess  is  not  so  simple.  Sores  that  would 
normally  take  only  days  to  heal  may 
linger  for  weeks  in  the  old  and  sick, 
and  in  people  with  diseases-such  as 
diabetes-that  restrict  the  vital  flow  of 
blood. 

Medical  researchers  are  looking  for 
ways  to  boost  the  wound-healing 
powers  of  people  whose  ability  to  heal 
themselves  is  impaired.  At  Rush,  this 
involves  research  on  better  wound 
dressings  and  on  the  use  of  natural 
chemicals  that  speed  healing. 

Much  of  what  medical  science  has 
learned  about  wound  healing  has  come 
during  times  of  war— when  soldiers 
were  shot  or  stabbed  and  often  left  to 
die  of  their  wounds.  In  Napoleon’s  time, 
the  French  surgeon  Baron  Larrey 
devised  a  plan  to  treat  the  wounded 
right  away  on  the  battlefield  and  then 
evacuate  them  to  base  hospitals  in 
horse-drawn  carriages  known  as  flying 
ambulances. 

Infection  was  a  major  problem.  In 
fact,  it  was  not  until  the  mid-1930s  and 
the  advent  of  antibiotics  that  physi¬ 
cians  were  able  to  control  infection 
effectively.  World  War  II  marked  the 
first  time  that  deaths  from  military 
action  outnumbered  deaths  from 
infected  wounds. 

“Like  antibiotics,  the  substances 
we’re  experimenting  with  today  merely 
assist  the  body’s  natural  ability  to  heal 
itself,”  says  John  Blackman,  M.D., 
assistant  professor  of  medicine  at  Rush. 

The  body’s  normal  healing  process  is 
as  complex  as  it  is  automatic,  begin¬ 


ning  the  moment  the  body  is  injured  in 
any  way. 

In  the  case  of  the  potato-peeler  cut, 
the  body’s  first  response  is  to  stop  the 
bleeding.  Blood-borne  cells  called 
platelets  course  through  the  veins  to 
reach  the  site  of  injury.  At  that  point, 
they  secrete  a  sticky  substance  that 
glues  the  cells  together,  forming  a  plug 
to  seal  leaky  blood  vessels.  At  the  same 
time,  the  liver  secretes  chemicals  into 
the  blood  that  cause  it  to  clot,  or  gel. 

Threadlike  fibers  known  as  fibrin 
begin  to  form  a  web  in  the  gelled  blood 
that  holds  together  the  sides  of  the  cut. 
As  the  platelets  build  up,  they  pull  the 
web  tighter  and  harden  the  clot  on  the 
surface  of  the  skin.  The  surface  clot 
dries  to  a  scab  that  protects  the  area. 

After  the  scab  forms,  a  cleaning  pro¬ 
cess  called  phagocytosis  begins.  Certain 
white  blood  cells  attack  any  bacteria, 
dirt  particles  or  dead  cells  in  the  wound. 
These  attack  cells  “eat”  their  prey- 
they  engulf  them,  then  destroy  them. 

Eater  cells  get  their  work  done  within 
6  to  12  hours  after  injury.  At  this  point, 
lymphocytes-a  more  sophisticated 
type  of  white  blood  cell -move  in  to 
attack  harmful  microbes.  The  slaugh¬ 
tered  microbes,  dead  tissue,  spent 
white  blood  cells  and  cell  excretions 
all  form  pus,  a  sure  sign  of  infection 
and  the  body’s  reaction  to  it. 

Within  24  hours  after  injury,  the  cells 
in  the  injured  skin  and  blood  vessels 
begin  to  reattach  themselves.  Small 
blood  vessels  send  out  tendrils  that 
spread  through  gelled  blood  and  rees¬ 
tablish  blood  flow.  Meanwhile,  surface 
skin  cells  grow  together  to  close  the 
outside  of  the  wound. 

Below  the  surface,  builder  cells  called 
fibroblasts  move  along  capillaries  and 
fibrin  strands  to  bridge  the  wound.  As 
they  move,  the  fibroblasts  release  a 
chemical  that  combines  with  other 
chemicals  in  the  wound  to  create  col- 
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Ambulance  wagons  removing  the  wounded  from  a  battlefield  during  the  Crimean  War. 


lagen,  the  basic  structural  material  of 
skin,  cartilage,  ligaments  and  tendons. 
Collagen  closes  the  wound  and  com¬ 
pletes  tissue  repair. 

The  healing  process  often  breaks 
down  in  people  with  diabetes.  Blood 


wounds. 

circulation  may  be  poor,  resulting  in 
less  efficient  transport  of  blood  nutri¬ 
ents  and  oxygen  to  the  site  of  injury. 
Nerve  damage  can  deaden  feeling, 
especially  in  the  extremities. 

Experts  estimate  that,  as  a  result, 
about  one-quarter  of  the  country’s  14 
million  diabetics  suffer  from  recurring 
sores  in  the  feet  and  legs.  Because  the 
sores  are  painless,  a  diabetic  may  not 
seek  medical  care  for  a  sore  on  a  foot, 
for  instance,  until  it  is  severely  infected. 
Infection  can  progress  to  the  point 
where  amputation  is  necessary. 


Says  Rush  podiatrist  Dean  Stern, 
D.RM.,  “The  impetus  for  research  is 
the  need  to  find  better  ways  to  treat 
such  wounds.” 

Experience  has  taught  medical  sci¬ 
ence  that  one  way  to  speed  wound 


healing  is  to  prevent  the  formation  of  a 
scab.  Though  they  serve  an  important 
protective  role  for  wounds,  scabs  are 
actually  impediments  to  the  rapid 
growth  of  new  skin.  To  prevent  a  scab 
from  forming,  physicians  use  a  dress¬ 
ing  to  cover  the  wound  and  keep  it 
moist,  allowing  skin  cells  to  grow 
together  in  the  healing  process. 

At  Rush,  Dr.  Blackman  is  studying 
the  advantages  of  using  a  new  dress¬ 
ing  called  PolyMem  to  heal  foot  ulcers 
in  diabetic  patients.  He’s  working  with 
Theodore  Mazzone,  M.D.,  director  of  the 


Section  of  Endocrinology  and  Metabo¬ 
lism,  and  other  colleagues  at  Rush. 

About  one-eighth  of  an  inch  thick, 
PolyMem  looks  like  a  giant  adhesive 
bandage.  The  thin,  absorbent  pad  con¬ 
tains  a  wetting  agent  to  keep  it  moist, 
according  to  its  manufacturer,  the 
Ferris  Manufacturing  Co. 

In  a  previous  study,  PolyMem  was 
shown  to  be  effective  in  healing  pres¬ 
sure  sores  by  drawing  fluid  out  of  the 
open  wound  and  into  the  dressing. 

The  Rush  study  is  comparing 
PolyMem  to  more  traditional  dressings, 
such  as  gauze  used  in  combination 
with  a  common  antiseptic. 

“The  antiseptic  makes  the  area 
germ-free,  but  it  also  destroys  nomial 
tissue  and  can  dry  the  skin,”  says  Dr. 
Blackman.  “PolyMem  can  hold  fluid 
from  the  wound  better  than  other 
dressings,  certainly  better  than  gauze.” 

Dr.  Stem’s  research  also  concerns  the 
treatment  of  diabetic  foot  ulcers.  But 
instead  of  a  dressing,  he  uses  naturally 
occurring  chemicals  known  as  growth 
factors  to  aid  healing. 

Growth  factors  attach  themselves  to 
the  surface  of  targeted  cells,  and  help 
them  to  grow  and  reproduce  properly. 


World  War  11  marked  the first  time 
that  deaths  from  military  action 
outnumbered  deaths from  infected 
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Blood-borne  cells  called  platelets,  circulating  at 
the  injury  site, “glue”  together  to  plug  leaky  blood 
vessels.  Blood  begins  to  clot. 


Threadlike  fibers  known  as  fibrin,  formed  from 
substances  in  the  blood,  create  a  web  to  hold 
together  the  sides  of  the  cut. 


Special  white  blood  cells  clean  the  wound  by 
attacking  bacteria,  dirt  particles  and  dead  cells. 
Surface  skin  resorbs  clot. 


Surface  skin  continues  to  resorb  clot. 
Fibroblasts  produce  collagen  to  fill  in  tissue  lost 
from  clot. 


They  play  an  important  role  in  wound 
healing.  Dr.  Stern  is  looking  at  a  partic¬ 
ular  growth  factor,  called  fibroblastic 
growth  factor,  to  find  out  if  it  stimu¬ 
lates  the  growth  of  fibrous  tissue  and 
skin  cells  in  wounds. 

Dr  Stern  uses  fibroblastic  growth 
factor  either  from  the  patient’s  own 
blood  and  tissue,  or  produced  by  certain 
bacteria  in  the  laboratory. 

He  swabs  or  sprays  a  liquid  solution 
of  the  hormone  directly  onto  open 
wounds  after  dead  tissue  has  been  cut 
away.  Patients  are  then  taught  how  to 
care  for  their  wounds  and  given  infor¬ 
mation  about  proper  diet  and  footwear. 

Dr.  Stern  and  his  colleagues  have  also 
had  success  using  fibroblastic  growth 
factor  for  chronic  leg  ulcers  from  vari¬ 
cose  veins. 

“Our  results  are  preliminary,  but 


wounds  seem  to  be  healing  better,”  says 
Dr.  Stem.  “We  don’t  know  yet  if  the 
results  are  due  to  patients  intensifying 
their  own  care  or  if  the  results  are 
directly  related  to  the  growth  factor.” 

Dr.  Stern’s  co-researcher  for  this  trial 
is  Thomas  J.  Schnitzer,  M.D.,  medical 
director  of  the  Johnston  R.  Bowman 
Health  Center  for  the  Elderly  and  direc¬ 
tor  of  the  sections  of  geriatric  medicine 
and  rheumatology  at  Rush. 

Dr.  Schnitzer,  who  is  the  Willard  L. 
Wood,  M.D.,  Ph.D.,  Professor  of  Rheu¬ 
matology,  is  also  studying  the  effects  of 
another  growth  factor,  called  platelet- 
derived  growth  factor,  on  pressure 
ulcers. 

Pressure  ulcers,  also  known  as  bed¬ 
sores,  occur  when  a  person’s  skin 
presses  against  bony  parts  of  the  body 
like  the  hips.  They’re  most  often  seen 


Surface  skin  walls  off  clot,  new  blood  vessels 
form.  Scab  forms. 


Surface  skin  completes  healing. 


in  elderly  people  who  are  confined  to 
bed.  If  untreated,  these  painful  sores 
can  penetrate  below  the  skin  to  mus¬ 
cles,  even  bone,  and  sometimes  require 
surgery  to  treat. 

Animal  studies  have  shown  that 
platelet-derived  growth  factor- which 
is  stored  in  blood  platelet  cells  and 
released  at  wound  sites  during  clotting- 
speeds  up  normal  tissue  repair  and 
reverses  the  effects  of  impaired  wound 
healing.  Research  is  being  conducted 
at  Rush  and  a  number  of  other  hospi¬ 
tals  to  measure  its  effect  on  humans. 

“The  study  of  growth  factors  is  a 
logical  area  of  research,”  says  Dr. 
Schnitzer.  “All  growth  factors  are 
known  to  have  an  effect  on  getting  the 
cells  in  the  connective  tissue  and  the 
area  below  the  skin  to  grow  and  make 
tissue  repair  possible.”  (D 
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Making  Strides 
by  Saving  Steps 


Delivering 
compassionate 
care  in  the 
information  age. 

by  Justine  Hewerdine 


With  the  subtle  aid  of  twenty- 
first  century  technology, 
nurses  are  spending  more 
time  listening,  holding  a  hand  and 
paying  attention  to  patients’  needs. 

It  is  quite  possible,  however,  that 
patients  won’t  notice  the  innovations— 
the  tiny  lapel  microphones,  the  belt- 
packs  that  act  like  walkie-talkies  and 
the  mini  computers  mounted  next  to 
their  beds. 

But  that’s  the  point.  What  nurses  want 
patients  to  notice  is  that  their  requests 
are  answered  quickly  and  their  medi¬ 
cations  delivered  in  minutes.  Patients 
can  more  easily  talk  to  their  nurses 
because  nurses  are  spending  less  time 
writing  in  charts  and  more  time  in 
patient  rooms. 

“We’re  serving  more  educated  con¬ 
sumers  who  have  higher  demands  and 
expectations  of  their  health  care  pro¬ 
viders,”  says  Cathy  Catrambone,  M.S., 
R.N.,  of  Nursing  Services  Research  and 
Support  at  Rush. 

“We  have  to  spend  more  time  answer¬ 
ing  their  questions.  Sometimes  they 
tell  us  how  they  feel  by  their  facial 
expressions,  their  gestures,  the  way 
they  say  something- or  don’t  say  it,” 
says  Catrambone.  “But  without  sitting 
down  and  taking  the  time  to  notice 
these  things,  we  wouldn’t  know.” 

Time  has  been  a  battle  for  staff  nurses 
all  over  the  country.  Not  only  are  they 
responsible  for  day-to-day  patient  care 
and  reporting  on  patients’  progress, 
many  also  balance  these  duties  with 
managerial  tasks. 

At  Rush,  nurses  had  typically  spent 
90  minutes  a  day  recording  treatments 
in  patient  charts.  They  walked  more 
than  five  miles,  responding  to  patient 


f  \ 


Thanks  to  new  technology,  Rush 
nurses  spend  less  time  do  ing  paper¬ 
work  and  more  time  delivering 
patien  t  care. 

call  lights  and  overhead  pages  that 
numbered  as  many  as  465  a  day  on  any 
given  unit.  As  these  demands  contin¬ 
ued  to  interrupt  patient  care,  finding 
ways  to  save  time  became  critical. 

As  one  way  of  increasing  efficiency. 
Rush  introduced  bedside  computers  to 
some  of  the  patient  care  units  this  past 
April. 

The  computers  instantly  record  vital 
signs-body  temperature,  respiration, 
heartbeat  and  blood  pressure-as 
nurses  measure  them.  The  computer 
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also  makes  time-consuming,  handwrit¬ 
ten  notes  unnecessary. 

“The  computer  allows  nurses  to  auto¬ 
matically  record  their  observations,” 
says  Catrambone,  who  helped  coordi¬ 
nate  the  installation  of  the  system  at 
Rush.  A  binder  at  the  bedside  includes 
56  pages  of  barcodes  representing  typ¬ 
ical  symptoms  and  standards  of  care 
that  can  be  read  by  a  wand  attached  to 
the  computer.  At  the  push  of  a  button, 
the  scanned  information  appears  on 
the  screen,  giving  a  quick  update  to 
those  responsible  for  the  patient’s  care. 

Throughout  the  shift,  nurses  can 
enter  a  command  on  the  bedside  ter¬ 
minal  and  send  all  information  on  a 
particular  patient  to  a  computer  at  the 
nurses  station.  Printouts  of  the  patient- 
care  record  are  reviewed  for  accuracy. 

When  bedside  computers  emerged  in 
the  health  care  industry  in  1986,  they 
were  bulky,  office-style  terminals  with 
separate  keyboards.  Many  required  a 
desk  that  could  not  fit  next  to  patient 


beds— and  nurses  had  to  turn  their 
backs  on  patients  to  use  them. 

“When  we  were  choosing  our  system, 
we  listed  several  priorities,”  says 
Catrambone.  “It  had  to  be  easy  to  learn, 
able  to  measure  and  record  vital  signs 
and  be  as  small  and  unobtrusive  as 
possible.  It  also  had  to  be  easily  net¬ 
worked  into  Rush’s  mainframe  com¬ 
puter.  Our  main  objective  was  to 
document  our  patient  care  at  the  point 
where  the  care  is  delivered-at  the 
bedside.” 

Rush  Leads  the  Way 

Fewer  than  100  of  the  more  than  6,500 
hospitals  across  the  country  are  using 
bedside  computers-though  the  num¬ 
bers  have  been  increasing  every  year. 
Rush  is  one  of  25  hospitals  using  the 
small,  wall-mounted  system-the  only 
one  that  can  instantly  record  vital 
signs.  With  only  10  buttons  to  push 
beneath  its  small  rectangular  screen, 
it  is  simple  to  use. 


Rush  was  the  first  in  the  country  to 
establish  a  link  between  the  bedside 
system  and  another  hospital  computer 
network  which  records  patient  admis¬ 
sion  data— full  name,  medical  record 
number  and  name  of  the  attending 
physician.  Now  this  information  auto¬ 
matically  appears  on  the  bedside 
computer  system  where  it  needs  to 
accompany  the  treatments  recorded. 

While  bedside  computers  brought 
patients  and  nurses  closer  together, 
nurses  were  still  trying  to  somehow 
bridge  the  distance  between  them¬ 
selves,  so  they  wouldn’t  have  to  leave 
the  bedside  to  answer  their  overhead 
pages. 

Two  small  appliances  made  the  dif¬ 
ference.  Lapel  microphones  and 
intercom-like  boxes,  known  as  belt- 
packs,  are  now  part  of  their  uniforms. 

The  equipment  resembles  the  gear 
worn  by  fast-food  workers,  with  one 
major  difference  in  purpose.  Fast-food 
employees  use  the  technology  to  mini¬ 
mize  the  time  needed  to  serve  a  cus¬ 
tomer.  Nurses  are  using  the  quiet, 
wireless  communication  system  to 
increase  their  time  with  patients. 

“Nurses  can  now  be  silently  paged  at 
the  patient’s  bedside,  without  robbing 
that  person  of  a  quiet  hospital  atmo¬ 
sphere,”  says  Kathy  Pischke-Winn,  R.N., 
of  Nursing  Services  Research  and 
Support. 

“The  main  console  at  the  nurses  sta¬ 
tion  allows  unit  clerks  to  speak  directly 
to  a  particular  nurse,  or  to  address  the 
entire  unit  staff  through  each  belt- 
pack.  And  nurses  do  not  have  to  leave 
the  bedside  to  answer  a  page. 

“Rush  is  the  first  institution  in  the 
Midwest  to  pilot  this  silent  two-way 
communication  technology,”  says 
Pischke-Winn,  who  helped  coordinate 
the  installation  of  the  system. 

Seeing  positive  results,  nurses  con¬ 
centrated  on  how  to  better  use  the 
communication  system.  Today,  all 
employees  on  the  unit  use  the  new 
system.  For  example,  nurses  rely  on 
unit  assistants  to  carry  out  requests 
such  as  delivering  water  to  patients  or 
making  a  bed.  But  the  process  had 
resembled  a  relay  race— with  the  nurse 
trying  to  keep  the  task  in  mind  while 
searching  for  a  unit  assistant,  either  on 


With  a  touch  of  a  butUm,  a  nurse  can  review  a  patients  vital  signs. 
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A  binder  at  the  patient's  bedside  contains  barcodes  representing  typical  symptoms  and  standards  of  care. 


foot  or  by  page  and,  upon  finding  the 
assistant,  passing  on  the  information. 
Some  requests  might  be  delayed  or  go 
unanswered  because  the  nurse  got 
called  away  by  another  patient. 

“Now  the  unit  assistants  are  also 
equipped  with  belt  packs,  so  nurses  no 
longer  have  to  disrupt  their  own  work 
to  look  for  them.  They  can  just  pass  the 
request  on  through  the  system,”  says 
Pischke-Winn. 

“1  remember  being  in  the  hospital  sev¬ 
eral  years  ago,  and  having  a  hard  time 
falling  asleep  because  it  was  so  noisy 
on  my  floor,”  says  Karen  Kelleher,  a 
patient  on  one  of  the  units  where  the 
technology  is  being  piloted.  “But  now 
I’ve  noticed  that  it’s  very  quiet  here, 
especially  at  night.  I  don’t  have  any 
problems  falling  asleep.” 

“The  nurses  report  that  they  are  actu¬ 
ally  walking  less  and  that  the  system 
has  brought  them  closer  to  patients. 


but  we  want  to  make  sure,”  says 
Pischke-Winn.  She  and  her  colleagues 
will  conduct  pedometer  studies  and 
other  tests  to  measure  the  system’s 
success. 

I 

Research  on  the  bedside  computers 
has  already  shown  positive  results.  A 
1991  poll  of  283  health  care  profes¬ 
sionals  at  nine  hospitals  with  bedside 
computers  showed  that  nearly  90  per¬ 
cent  agreed  that  the  benefits  they 
expected  from  the  system-reduced 
paperwork,  less  time  spent  filling  out 


charts,  improved  documentation  and 
availability  of  patient  information— 
were  realized. 

“We’ll  be  conducting  studies  to  see 
how  much  time  nurses  really  are  saving 


because  of  the  computers,”  says 
Catrambone. 

“We  hope  to  see  nurses  spending  more 
time  talking  to  patients  about  how  they 
feel— whether  they’re  in  pain,  or  if  we 
can  make  them  more  comfortable.  We 
want  patients  to  have  more  of  a  say  in 
their  care.”  (D 


“Nurses  can  now  be  silently  paged 
at  the  patient’s  bedside,  without 
robbing  that  person  of  a  quiet 
hospital  atmosphere” 
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Finding 

Help 

and 

Hope 

by  Carmeline  Esposito 


“I  was  like  a  \ 

Icoi 
engulfed  in ; 
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ounded  child.  I  didn’t  want  to  talk.  I  wanted  to  hide, 
dn’t  communicate  with  another  human  being.  I  was 
stinking  vapor  that  clogged  my  brain  and  my  mind.” 

—Rod  Steiger  talks  about  his  continuing  battle  with  depression. . . 
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I  “Depression  has  to  do  with  everything.  When  you’re 
depressed,  you feel  like  you’ve  got  a  thousand  pounds 
on  every  limb  of your  body” 


Rod  Steiger,  Academy  Award-winning 
Best  Actor  and  three-time  Oscar  nom¬ 
inee,  was  in  Chicago  in  May  for  the 
grand  opening  of  the  new  Rush  Insti¬ 
tute  for  Mental  Well-Being. 

Steiger  is  one  of  an  estimated  six  mil¬ 
lion  Americans  who  suffer  from  major 
depression  each  year. 

A  Treatable  Illness 

“The  fact  is,  depression  is  a  medical 
illness,”  says  Jan  Fawcett,  M.D.,  the 
Stanley  G.  Harris,  Sr.,  Professor  and 
chairman  of  psychiatry  and  the 
Grainger  Director  of  the  Rush  Insti¬ 
tute  for  Mental  Well-Being. 

“It  ranks  second  only  to  severe  symp¬ 
tomatic  heart  disease,  when  consider¬ 
ing  time  lost  from  work  and  business. 
The  other  important  point  to  remember 
is  that  depression  is  a  very  treatable 
illness.  But  only  a  third  of  all  those  with 
severe  depression  will  get  treatment.” 
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Undiagnosed  depression  takes  an 
annual  toll  of  approximately  $29  bil¬ 
lion  in  medical  expenses  and  days  lost 
from  work,  according  to  the  most 
recent  figures  available  from  the 
National  Institute  of  Mental  Health. 

Steiger,  who  won  an  Oscar  for  his 
performance  in  “In  the  Heat  of  the 
Night”  says  that  during  the  10  years 
before  he  sought  help,  he  was  some¬ 
times  so  depressed  that  he  had  to 
stop  working. 

“I  got  frightened.  My  agents  got  wor¬ 
ried.  So  I  did  three  awful  pictures. 
When  I  had  moments  of  clarity,  when 
my  depression  went  away,  I  knew  that 
those  three  pictures  were  terrible.  But 
I  had  to  support  my  family. 

“Depression  has  to  do  with  every¬ 
thing.  When  you’re  depressed,  you  feel 
like  you’ve  got  a  thousand  pounds 
on  every  limb  of  your  body.  Mostly,  for 
me,  it’s  a  terror  because  it  knocks  the 
bejesus  out  of  your  feeling  of  conll- 
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dence.  As  an  actor,  all  of  a  sudden  I 
believed  that  I  wouldn’t  be  able  to 
remember  lines.” 

Steiger  says  his  depression  began  in 
the  few  weeks  following  his  triple 
heart-bypass  surgery  in  1976. 

Facing  the  operation,  he  recalls  feel¬ 
ing  separate,  or  detached,  from  it. 

“This  was  not  happening  to  me,”  he 
remembers  thinking.  “I’m  not  like  other 
people  who  die.” 

Dr.  Fawcett  explains  that  it  is  not 
uncommon  for  people  facing  a  stress¬ 
ful  event  like  heart  surgery  to  suffer  a 
temporary  depressive  reaction,  but 
after  two  to  four  months  they  usually 
rebound.  Some  people,  however,  are 
more  vulnerable  to  serious  depression. 

“Whether  or  not  someone  gets  seri¬ 
ously  depressed  after  a  physical  and 
psychological  stress  such  as  major  sur¬ 
gery  depends  on  the  emotional  state 
before  the  surgery,”  Dr.  Fawcett  says. 
“The  depression  may  have  been  there 


About  The  Rush  Institute  for  Mental  Well-Being 


The  new  Rush  Institute  for  Mental  Well-Being  pro¬ 
vides  a  comprehensive  program  of  evaluation  and 
treatment  for  people  with  depression  and  related  illnesses. 

“We  want  to  take  the  best  of  technology  and  apply  it  to 
the  treatment  of  depression  and  all  its  related  disorders— 
alcoholism,  anxiety  disorders,  schizophrenia,”  says  Jan 
Fawcett,  M.D.,  the  Stanley  G.  Harris,  Sr.,  Professor  and 
chairman  of  psychiatry  and  the  Grainger  Director  of  the 
Institute. 

For  its  commitment  to  research,  the  Rush  Institute  has 
been  recognized  nationally. 

Says  Frederick  Goodwin,  M.D.,  director  of  the  National 
Institute  of  Mental  Health,  “You  get  your  best  ideas  from 
listening  to  your  patients.  And  if  you  get  too  far  away 
from  the  patients,  forget  about  doing  innovative  research. 
While  we’re  learning  new  knowledge,  we  have  to  treat 
people  and  apply  that  knowledge.  That’s  what  this  Rush 
Institute  is  all  about.” 

Through  the  Institute,  a  vast  array  of  treatment  and 
research  programs  are  coordinated  to  provide  a  contin¬ 
uum  of  care-inpatient  and  outpatient  treatment,  as  well 
as  rehabilitation. 

The  treatment  team  includes  psychiatrists,  psycholo¬ 


gists,  social  workers,  nurses  and  other  specialists  who 
work  together  to  tailor  individualized  plans  of  care. 

Services  include  a  day  hospital  that  allows  patients  to 
live  at  home  while  receiving  daily  treatment,  a  transi¬ 
tional  residence  for  patients  discharged  from  the  hospi¬ 
tal,  a  chemical  dependency  program,  child  and  adolescent 
psychiatry,  a  day  school  for  emotionally  disturbed  chil¬ 
dren,  and  geriatric  psychiatry. 

Research  at  the  Institute  focuses  on  depression,  panic 
disorder,  obsessive-compulsive  disorder,  anxiety  disor¬ 
der,  alcoholism,  adolescent  suicide  and  winter  depression. 

The  cornerstone  of  the  Institute  is  the  Woman’s  Board 
Depression  Treatment  &  Research  Center. 

“The  Woman’s  Board  made  its  commitment  to  depres¬ 
sion  because  it  touches  so  many  and  because  it  has  been 
among  the  least  funded  areas  in  medicine,”  says  Joan 
Weinberg,  president  of  the  board. 

The  Rush  Institute  for  Mental  Well-Being,  which  opened 
in  May,  was  the  first  of  six  multidisciplinary  centers 
planned  at  the  Medical  Center.  The  Rush  Heart  Institute 
held  its  opening  this  past  September.  Institutes  will  also 
be  established  for  aging,  arthritis  and  orthopedics,  can¬ 
cer,  and  neurological  disorders. 
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Oscar  winner  Rod  Steiger  (left ),  shown  here  with  Institute  director  Jan  Fawcett,  M.D. ,  has  spoken  publicly  about  the  need 
for  education  about  depression. 


already.  Life-threatening  surgery  could 
trigger  it  and  send  someone  on  a  down¬ 
hill  course.” 

After  his  surgery,  Steiger  gradually 
lost  interest  in  things. 

“You  start  to  withdraw  and  isolate. 
You  don’t  communicate  with  anyone 
unless  it’s  necessary.  You  don’t  shave, 
you  don’t  dress.  It’s  like  a  mist  rolling 
in.  You’re  engulfed  in  it.  Then,  all  of  a 
sudden,  you’re  imprisoned  in  it.” 

For  four  years  depression  made 
Steiger  a  prisoner  in  his  own  home. 

“My  wife  had  this  robe-covered,  stink¬ 
ing  bum  who  said,  ‘Good  morning’  and 
then  nothing  for  12  hours  until  ‘Good 
night.’” 

Steiger  meticulously  plotted  his  own 
death  at  least  three  times.  In  a  cold, 
flat  voice,  he  describes  his  death 
scenario.  The  setting  is  the  Pacific 


ocean,  at  his  beachside  home. 

“I’ll  get  a  small  rowboat  and  row  out 
on  the  ocean.  I’ll  have  a  gun.  And  I  put 
it  in  my  mouth  and  I  pull  the  trigger 
and  the  boat  floats  away.  My  body  floats 
away  from  it.  No  mess.  Just  fish  food.” 

Steiger  credits  his  wife,  Paula,  with 
saving  him  from  killing  himself  “If  not 
for  my  wife’s  love  and  patience.  I’d  be 
an  old  headline  today,”  he  says. 

Research  has  shown  that  60  to  70 
percent  of  seriously  depressed  people 
have  suicidal  thoughts  and  as  many  as 
4  out  of  every  10  show  some  kind  of 
self-destructive  behavior. 

About  15  percent  of  people  with 
major  depression  kill  themselves.  More 
than  half  of  these  people  see  a  primary 
care  physician  in  the  month  preceding 
their  death.  They  may  complain  about 
fatigue,  chronic  pain  or  loss  of  appe¬ 


tite,  which  are  symptoms  of  depres¬ 
sion  that  can  be  mistaken  for  signs  of 
other  illnesses. 

“One  of  our  goals  at  the  Institute  is  to 
educate  primary  care  physicians  about 
the  symptoms  of  serious  depression 
and  the  treatments  available,”  says  Dr. 
Fawcett. 

“We  can  show  them  how  to  perform 
an  evaluation  which  considers  depres¬ 
sion  as  part  of  their  medical  differen¬ 
tial  diagnosis,  to  pick  up  on  suicidal 
thoughts,  and  to  address  the  problem 
before  it’s  too  late.” 

The  Search  for  Treatment 

For  four  years  Steiger  searched  dili¬ 
gently  for  the  right  physician  and  treat- 
ment.  He  interviewed  numerous 
doctors. 
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“It  was  like  looking  for  the  best  direc¬ 
tor  for  a  play”  he  says.  “I  was  looking 
for  someone  who  understood  depres¬ 
sion  as  a  sickness,  a  doctor  who  had  a 
sense  of  humor,  who  was  sensitive.” 

Doctors  diagnosed  him  as  depressed, 
he  says,  but  medications  they  pre¬ 
scribed  did  not  help  and  he  continued 
to  feel  depressed.  Finally,  he  found  a 
psychiatrist  near  his  home  who  under¬ 
stood  the  particular  biochemical 
nature  of  his  depression.  This  physi¬ 
cian  worked  with  him  to  find  the  right 
medication  to  help  him  recover. 

“Without  the  medicines,  I  wouldn’t 
be  here,”  Steiger  says. 

“Standard  medical  treatment  for 
major  depression  is  antidepressant 
medication,  given  skillfully  in  the  con¬ 
text  of  a  psychotherapeutic  relation¬ 


within  6  to  12  months  without  suffer¬ 
ing  a  relapse. 

“There  are  others,  however,  who 
experience  another  episode  of  depres¬ 
sion  at  some  point  in  their  lives  and 
who  will  then  require  sustained  main¬ 
tenance  treatment,”  Dr.  Fawcett  says. 

“We  are  running  six  different  drug 
studies  on  depression,  including  one 
on  why  20  to  30  percent  of  people  who 
are  depressed  do  not  recover  with  stan¬ 
dard  medications.” 

Help  at  Last 

Steiger’s  personal  quest  for  treatment 
highlights  the  need  for  improved  educa¬ 
tion  and  knowledge  about  major  depres¬ 
sion  as  a  bona  fide  medical  illness. 

“There  is  pain,”  Steiger  says,“but  pain 


I  “After  67  years  of  life,  there  are  two 
things  I’ve  learned— courage  and 
keep  moving.” 


ship,”  Dr.  Fawcett  says. 

“But  depression  is  a  very  heteroge¬ 
neous  iUness,”  he  adds.  “Different  peo¬ 
ple  respond  differently  to  various 
antidepressants.  We  are  making  prog¬ 
ress  in  learning  how  each  of  these  med¬ 
ications  affects  brain  chemistry.” 

Some  antidepressants  have  more  side 
effects  than  others,  including  dizziness, 
dry  mouth  and  weight  gain. 

At  least  15  antidepressant  medica¬ 
tions  are  now  available  for  treatment 
and.  Dr.  Fawcett  says,  there  are  about 
30  more  in  development. 

How  do  antidepressants  work? 

More  than  30  years  ago,  neuroscien¬ 
tists  identified  certain  chemical 
substances  in  the  brain  that  are 
responsible  for  mood.  These  sub¬ 
stances,  or  neurotransmitters,  are  sero¬ 
tonin,  dopamine  and  norepinephrine. 

Antidepressants  modify  the  levels  of 
these  neurotransmitters.  The  newer 
antidepressants  zero  in  on  low  levels  of 
certain  neurotransmitters. 

Dr.  Fawcett  says  that  many  people 
can  stop  taking  an  antidepressant 


is  part  of  being  human.  These  are 
human  problems.  I  am  tired  of  people 
with  human  problems  being  victims.” 

Steiger  says  that  he  sees  his  psychia¬ 
trist  once  a  month  or  every  other  month 
for  a  check  on  his  medication.  In  this 
way,  his  physician  can  determine 
improvement  gain  and  check  for  any 
side  effects  of  the  medication. 

And  today  Steiger  is  an  outspoken 
advocate  for  more  education  about 
depression. 

“The  more  I  understood  about  it  and 
myself,  the  more  I  tried  to  do  some¬ 
thing  about  it.  Not  to  kill  myself  To 
realize  that  there  is  help  and  hope.  It 
was  like  a  chain  reaction-the  more  I 
knew,  the  stronger  I  got.” 

Steiger  has  appeared  on  television 
and  in  public  mental  health  meetings 
where  he  has  shared  the  podium  with 
Frederick  Goodwin,  M.D.,  director  of 
the  National  Institute  of  Mental 
Health.  Dr.  Goodwin  was  also  in 
Chicago  for  the  opening  of  the  Rush 
Institute  for  Mental  Well-Being. 

“I  think  that  people  are  starting  to 


accept  the  fact  that  depression  is  a 
medical  illness.  What  started  that  was 
the  development  of  drugs.  Once  there 
were  medications  that  could  help 
them,  people  had  to  accept  the  fact  that 
there  must  be  some  kind  of  biological, 
chemical  part  to  it,”  Dr.  Goodwin  says. 

“Research  destigmatizes  by  provid¬ 
ing  solid,  credible  knowledge,  by 
replacing  fear  with  hope,  by  replacing 
confusion  with  specific  treatments. 

“But,  at  least  as  important  as  that,  is 
having  some  people  the  public  knows 
and  admires  step  forward  with  their 
own  experiences,”  he  says.  “That 
requires  a  good  deal  of  courage  and 
persistence.  One  of  the  things  that  1 
admire  most  about  Mr.  Steiger  is  he 
stuck  to  it.” 

Steiger’s  battle  with  depression  and 
his  journey  to  find  an  appropriate, 
effective  treatment  has  given  him  a 
new  philosophy  of  life  and  living. 

“After  67  years  of  life,  there  are  two 
things  I’ve  learned— courage  and  keep 
moving,”  Steiger  says. 

“Courage  is  just  getting  out  of  bed 
every  morning,  and  starting  a  new  day. 
It’s  not  giving  in  to  the  fears  and  doubts 
that  are  part  of  the  terror  of  depres¬ 
sion.  Not  isolating.  That’s  the  illness. 
And,  keep  moving-one  minute  at  a 
time.”  (D 


Editor’s  note:  Since  his  visit  to 
Rush,  Steiger  has  added  two 
important  footnotes  to  his  story. 
In  June,  the  actor,  who  never 
graduated  from  h  igh  school,  ivas 
awarded  an  honorary  doctorate 
from  Chicago  Medical  School,  m 
recognition  of  his  efforts  as  a 
mental  health  advocate.  At  about 
the  same  time,  he  arid  his  wife, 
Paula,  ayinounced  that  they  eocpect 
their first  ch  ild  early  next  year. 
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Team  Physician  to  the 
World’s  Greatest  Orchestra 


Rush  doctor  travels 
with  the  Chicago 
Symphony. 

by  Ellen  M.  Hunt 


The  Chicago  White  Sox  have  six. 
The  World  Champion  Chicago 
Bulls  only  have  one.  And  what 
many  have  called  the  World’s  Greatest 
Orchestra  boasts  two. 

In  the  language  of  sports  they  would 
be  called  team  physicians,  an  apt  name 
for  the  doctors  who  travel  with  the 
some  140  members  of  the  Chicago  Sym¬ 
phony  Orchestra  when  they  go  on  tour. 

Rush  internist  C.  Anderson  Hedberg, 
M.D.,  has  traveled  with  the  orchestra 
since  1978.  His  most  recent  trip  was  in 
June  when  he  accompanied  them  to 
Salzburg,  Austria. 

From  the  orchestra’s  point  of  view 
it’s  both  practical  and  reassuring  to 
have  a  physician  travel  with  the  group 
when  they  tour. 

“You  have  a  group  of  more  than  100 
people,  plus  families,  going  into  strange 
cities,”  says  Henry  Fogel,  executive 
director  of  the  Chicago  Symphony 
Orchestra.  “You  have  language  prob¬ 
lems  and  musicians  under  the  pres¬ 
sure  of  having  to  perform  and  be  in 
good  shape.  You  can’t  have  them  wor¬ 
rying,  Tf  something  happens  to  me, 
where  do  I  go?  Do  I  have  to  ask  a 
strange  hotel  clerk  where  to  find  a  doc¬ 
tor?’  We  all  feel  more  comfortable  with 
a  doctor  along.” 

Dr.  Hedberg,  who  is  a  senior  attend¬ 
ing  physician  and  president  of  the  med¬ 
ical  staff  at  Rush,  began  serving  as  the 
orchestra’s  physician  through  happy 
chance.  In  Philadelphia  for  a  meeting 
of  the  American  College  of  Physicians 
in  the  spring  of  1978,  Dr.  Hedberg  ran 
into  a  colleague  at  a  street  comer,  and 
they  started  chatting. 

“I  knew  he  had  been  traveling  with 


the  orchestra  as  their  physician  for  the 
last  few  years.  He  knew  I  was  an 
orchestra  fan,”  Dr.  Hedberg  recalls. 

“He  explained  that  there  was  a 
monthlong  tour  that  fall  and  he 
couldn’t  leave  his  practice  for  that  long, 
so  would  I  consider  sharing  the  tour 
with  him. 

“I  thought  about  it  as  long  as  it  took 
for  the  light  to  change  from  yellow  to 
red,”  Dr.  Hedberg  laughs.  “Then  I  said, 
‘Of  course.’  ” 

Since  then.  Dr.  Hedberg  has  taken 
nine  trips  with  the  orchestra,  traveling 
as  far  as  Australia  and  as  close  as 
San  Francisco.  The  colleague  who 
originally  invited  him  has  since  left 
Chicago,  and  Dr.  Hedberg  shares  his 
job  with  another  Chicago  internist, 
Marshall  Sparberg,  M.D. 

The  two  usually  split  each  trip 
because  the  symphony  tours  often  last 
three  to  four  weeks,  much  too  long  for 
a  busy  doctor  to  be  away  from  his 
practice. 

On  a  typical  trip.  Dr.  Hedberg  and 
the  musicians,  orchestra  staff,  family 
members  and  sometimes  trustees 
travel  in  the  same  airplane. 

The  17  tons  of  instruments,  equip¬ 
ment  and  performance  attire  are  usu¬ 
ally  shipped  separately,  although.  Dr. 
Hedberg  says,  small,  delicate  and  valu¬ 
able  instruments  are  often  carried  by 
the  musicians.  “Of  course,  Stradivarius 
violins  are  always  carried,”  he  says. 

Included  in  the  17  tons  of  equipment 
is  a  steamer  tmnk  that  orchestra  stage¬ 
hands  have  constructed  to  hold  medi¬ 
cal  supplies  and  to  serve  as  a  traveling 
pharmacy. 

The  trunk  holds  60  or  70  different 
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“He  took  the  dome  off  with  a  great 
flourish— there  was  a  Fleet’s  enema.” 


drugs,  ranging  from  aspirin  and  anti¬ 
histamines  to  antibiotics  and  medicines 
for  high  blood  pressure.  The  Rush  phar¬ 
macy  supplies  Dr.  Hedberg  with  unit 
doses  of  all  medications,  so  that  unused 
portions  can  be  returned  after  the  trip, 
similar  to  the  procedure  for  floor  med¬ 
ications  in  the  hospital. 

One  of  the  common  items  now  in  the 
trunk  wasn’t  included  on  Dr.  Hedberg’s 
first  trip. 

“In  Brussels,  just  before  we  were  to 
leave  for  a  concert,  one  of  the  players 
got  into  serious  trouble  with  constipa¬ 
tion,”  Dr.  Hedberg  recalls.  “I  was  new 
to  the  job,  and  I  had  not  taken  along 
any  enemas. 

“I  went  down  to  the  concierge  in  this 
very  elegant  hotel  and  tried  to  tell  him 
what  I  wanted,”  he  explains.  “I  did  a 
little  pantomime  and  he  seemed  to  get 
the  message. 

“I  went  back  to  the  room  of  my  suf¬ 
fering  compatriot.  There  was  a  knock 
at  the  door.  It  was  the  concierge  in  full 
tails,  with  a  napkin  over  his  arm,  and  a 
huge  silver  tray  with  a  dome  on  top. 

“He  took  the  dome  off  with  a  great 
flourish -there  was  a  Fleet’s  enema. 

“I  think  that  player  was  the  most 
grateful  patient  I’ve  ever  had.” 

On  a  trip  to  Berlin,  a  musician  forgot 
his  insulin  syringes.  Since  European 
syringes  are  calibrated  differently,  it 
was  important  to  obtain  American  ones 
to  ensure  the  proper  dosage. 

“My  wife,  Junia,  who  is  a  great  help 
on  these  trips,  reminded  me  that  there 
was  an  American  military  hospital  in 
Berlin,”  Dr.  Hedberg  says.  “We  had  to  go 
through  about  an  hour  of  security— 
they  had  to  be  sure  we  weren’t  drug 
users  looking  for  needles.  Finally,  I 
threatened  the  corporal,  ‘I’m  going  to 
call  (then)  Senator  Charles  Percy  of 
Illinois  in  Washington,  if  I  can’t  get  what 
I  need.’ 

“We  finally  got  in  to  see  the  com¬ 
manding  officer,  who  turned  out  to  be 
a  great  music  lover  and  knew  all  about 
the  Chicago  Symphony,”  he  says.  “He 
wound  up  at  the  concert  that  night. . . 
and  I  got  my  syringes.” 

Needless  to  say,  syringes  were  added 
to  the  supply  list. 

Medical  problems  on  tour  include 
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Dr.  Hedberg  prescribes  ynedicatioyi  to  Chicago  Symphony  trombonist  Charles  Vernon. 


routine  upper  respiratory  infections, 
stomach  upsets,  traveler’s  diarrhea 
and  other  such  minor  illnesses.  But 
with  an  orchestra  whose  members 
include  people  in  their  60s  and  70s, 
other  problems  can  occur.  Dr.  Hedberg 
recently  added  the  world’s  smallest 
electrocardiogram  machine  to  his 
supplies. 

“Sometimes  people  get  mild  chest 
pain,  sometimes  heart  medications 
need  to  be  adjusted,”  he  says.  “And 
some  people  just  want  a  little  checkup, 
so  I  take  this  machine  along.” 

Dr.  Hedberg  accompanies  the  orches¬ 
tra  wherever  they  go,  carrying  a  black 
bag  with  instruments,  bandages  and  a 
small  supply  of  common  medications, 
such  as  decongestants  and  diarrhea 
medicine.  Office  hours  are  held  back- 
stage  before  rehearsals  and  concerts, 
and  house  calls  are  made  in  the  hotels 
as  needed. 

But  it  is  also  common  for  him  to  treat 


players  in  hotel  lobbies,  in  airports  and 
train  stations,  at  receptions  and  even 
in  museums. 

“There’s  not  much  that  can  happen 
on  a  trip  that  I  can’t  handle  just  like  I 
do  in  my  own  office,”  he  says.  “But  about 
once  every  other  trip  somebody  gets 
very  sick  and  has  to  be  hospitalized.” 

On  the  recent  trip  to  Salzburg,  a  musi¬ 
cian’s  child  suffered  a  convulsion  and 
fever,  and  had  to  be  rushed  to  a  hospi¬ 
tal.  A  musician  developed  pancreatitis 
and  was  hospitalized  in  London.  And  a 
musician’s  wife  with  a  long,  deep  cut  in 
her  leg  had  to  be  taken  to  an  emer¬ 
gency  room  in  Tokyo. 

To  prepare  for  such  worst-case  sce¬ 
narios,  prior  to  a  tour  Dr.  Hedberg 
makes  contact  with  English-speaking 
doctors  in  whatever  countries  the 
orchestra  is  going  to,  and  lines  up  the 
names  of  the  best  hospitals  should  an 
emergency  room  be  needed.  An  excep¬ 
tion  to  this  plan  occurred  on  the  sym¬ 


phony’s  trip  to  the  Soviet  Union  in  1990. 

“Our  contacts  in  the  State  Depart¬ 
ment  advised  us  not  to  use  the  hospi¬ 
tals  in  the  Soviet  Union— they  were 
substandard,”  Dr.  Hedberg  says.  “So  the 
orchestra  arranged  for  a  service  that 
guaranteed  evacuation  by  air  ambu¬ 
lance  in  case  of  emergency.  And  we 
took  two  doctors  along  on  that  trip  in 
case  one  had  to  go  with  the  patient. 
Luckily,  it  didn’t  happen. 

“Most  of  the  time  things  are  routine, 
but  you  have  to  be  ready  to  spring  into 
action,”  he  says. 

“For  me,  compared  to  what  I  do  in 
Chicago,  it’s  a  vacation,  because  I  spend 
just  a  few  hours  a  day  at  it.  And  I  get 
some  time  in  the  mornings  and  after¬ 
noons  to  go  sightseeing  and  to  visit 
with  the  wonderful  people  in  the 
orchestra.” 

A  lifelong  music  lover  and  symphony 
subscriber  since  the  1960s,  Dr.  Hedberg 
has  been  attending  Chicago  Symphony 
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Daniel  Barenboim,  music  director  of  the  Chicago  Symphony  Orchestra,  conducts  a  rehearsal  in  Madrid. 


concerts  since  his  mother  began  tak¬ 
ing  him  at  the  age  of  10. 

“Can  you  imagine  hearing  Bruckner’s 
massive  Seventh  Symphony  five  times 
in  two  weeks?”  he  says.“You  get  so  you 
feel  like  you  can  almost  conduct  the 
piece. 

“I  love  that  because  I’m  interested  in 
the  detail  of  music.  You  know,  in  a  life¬ 
time  of  going  to  a  concert  hall  you  may 
only  hear  some  of  these  pieces  three  or 
four  times -three  or  four  times  in  a 
lifetime  of  listening  to  music-heck, 
I’ve  done  that  in  a  week.” 

Besides  being  a  music  lover.  Dr. 
Hedberg  is  a  Bulls  and  Cubs  fan,  and 
he  compares  the  musicians  to  his 
heroes  of  the  basketball  court  and 
baseball  field. 

“When  I  took  this  job,  friends  told 
me,  ‘They’re  artists,  they’re  going  to  be 
very  temperamental’”  he  says. “Noth¬ 
ing  could  be  further  from  the  truth. 

“They  play  hurt.  They’re  used  to 


working  with  aches  and  pains,  and  if  it 
gets  so  they  get  sick  enough  that  they 
can’t  play,  they’re  very  upset. 

“On  one  trip,  an  oboe  player  devel¬ 
oped  a  serious  bronchitis  with  a  tem¬ 
perature  of  102.  He  was  coughing 
constantly,  and  he  told  me  that  the  solo 
he  had  to  play  that  night  was  the  long¬ 
est  in  the  oboe  literature.  I  said,  ‘I  don’t 
see  how  you  can  do  it  with  this’  and 
he  said,  ‘I  have  to.’ 

“And  he  went  out  and  he  did  it.  He 
played  it  beautifully  and  he  didn’t 
cough  a  single  time. 

“Another  player  made  an  entire  trip 
with  a  broken  arm.  He  broke  it  two 
days  before  the  orchestra  left.  It’s  mind 
over  matter,  I  guess.  Everybody  wants 
to  play  so  much.  They’re  going  to  great 
halls  around  the  world,  and  they’re  at 
the  peak  of  their  careers. 

“If  they  play  sick  and  play  with  bro¬ 
ken  arms,  you  can  imagine  that  they 
don’t  let  the  chronic  musculoskeletal 


problems  that  musicians  get  bother 
them  much.” 

On  Dr.  Hedberg’s  one  domestic  trip 
with  the  orchestra,  to  the  West  Coast, 
the  musicians  arrived  but  their  instru¬ 
ments  and  performance  wardrobe  did 
not.  Musicians  from  the  San  Francisco 
Symphony  rushed  to  the  hall  carrying 
their  instruments  to  lend  to  their 
colleagues. 

“Suddenly,  I  had  a  public  health  ques¬ 
tion,”  Dr.  Hedberg  recalls.  “Should  you 
play  someone  else’s  instrument?  We 
ascertained  that  in  most  instances  it 
was  okay.  They  came  out  and  played 
Beethoven’s  Fifth,  the  orchestra  in 
T-shirts  and  sneakers,”  he  says. 

“You  know,  the  thing  that  impresses 
me  the  most  about  this  group  is  the 
professionalism.  Professionals  will  do 
the  very  best  regardless  of  the 
cirumstances:  Whether  they  have  their 
formal  clothes  or  not,  whether  they  feel 
good  or  not,  they  want  to  perform.”  (D 
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Taking  Control  of  Life 
and  Death  Decisions 


Chaplains  help  patients, 
families  and  health  care 

/  /  A  lot  has  changed  in  health 

care  since  the  early  days  of 
^  A.  hospital  chaplaincy”  says 

professionals  wrestle 
with  treatment  choices. 

the  Reverend  Larry  Burton.  “And  the 
changes  are  not  just  in  terms  of  high 
technology  and  new  drugs. 

“What’s  changed  is  how  all  of 

by  Carolyn  Reed 

us-doctors,  nurses  and  chaplains— 
relate  to  patients  and  how  they  relate 
to  us.  Gone  are  the  days  when  we  knew 
what  was  good  for  patients  and  told 
them  what  to  do. 

\\ 

“Today  we  ask  if  a  patient  wants  our 
services,  we  seek  to  engage  in  conver¬ 
sation,  and  we  do  a  lot  of  listening.” 

Laurel  A.  Burton,  Th.D.,  is  an 
ordained  United  Methodist  minister,  a 
certified  family  therapist  and  Bishop 
Anderson  Professor  and  chairman  of 
the  Department  of  Religion,  Health  and 
Human  Values  at  Rush.  He  is  also 
editor  of  a  best-selling  book  on  the  pro¬ 
fession,  Chaplaincy  Services  in  Co7i- 
temporary  Health  Care,  published  by 
the  College  of  Chaplains,  Inc.,  and  the 
American  Hospital  Association. 

According  to  Dr.  Burton,  despite  the 
shift  from  paternalism  to  patient  auton¬ 
omy,  hospital  chaplains  are  working 
closer  than  ever  before  with  patients, 
their  families,  doctors  and  nurses. 

Part  of  the  reason  is  because  so  many 
decisions  about  treatment  of  critically 
ill  patients  have  moral  implications. 

“Patients  and  families  are  very  con¬ 
cerned  not  just  with  what  can  be  done, 
but  what  ought  to  be  done.  That’s  a 
moral  question,”  Dr.  Burton  says. 
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Laurel  A.  Burton,  Th.D.,  talks  with  Rush  nursing  students  about  ethical  issues  facing  today's  health  care  professionals. 


“Doctors  and  nurses  are  also  con¬ 
cerned  about  domg  the  right  thing.  And 
sometimes  patients,  their  families, 
doctors  and  nurses  are  at  odds  over 
what  to  do.  They  can’t  seem  to  hear 
each  other. 

“Chaplains  are  well  trained  to  medi¬ 
ate  these  conversations.  They  can  help 
people  sort  through  their  values  and 
engage  in  moral  reflection.” 

Late  last  year  a  new  federal  law  took 
effect  which  also  has  affected  chap¬ 
lains’  contact  with  patients  and  staff 
The  new  law  raises  issues  of  life,  death 
and  dying  for  all  patients,  not  just  those 
who  are  critically  ill. 

The  Patient  Self-Determination  Act 
became  law  December  1,  1991.  It 
requires  that  hospitals,  like  Rush,  and 


other  large  health  care  providers— 
nursing  homes,  HMOs  and  hospices- 
ask  adult  patients  upon  admission  if 
they  have  an  advance  directive  and 
note  that  fact  in  the  patient’s  record. 

An  advance  directive  is  a  written  doc¬ 
ument  that  indicates  the  type  and 
amount  of  treatment  a  patient  wants, 
should  that  patient  become  unable  to 
express  his  or  her  treatment  wishes. 

Educating  Health 
Professionals 

Dr.  Burton’s  department— working 
closely  with  the  Medical  Center’s  Office 
of  Legal  Affairs -has  spearheaded  the 
effort  to  educate  nurses  and  physicians 
at  Rush  about  the  new  law  and  its  ethi¬ 


cal  implications.  Seminars  and 
in-service  programs  have  been  held. 
Detailed  guidelines  were  written  for 
staff,  addressing  common  questions 
and  concerns.  A  patient  information 
packet  was  prepared  to  use  in  the 
admitting  office. 

Through  the  department’s  Ethics 
Consultation  Service,  faculty  members 
are  available  to  consult  with  patients 
and  staff  when  the  inevitable  questions 
come  up. 

“Most  patients  don’t  have  an  advance 
directive,”  says  Dr.  Burton. “Many  have 
never  heard  of  it,  much  less  thought 
about  what  their  wishes  would  be.” 

However,  patients  are  not  uninter¬ 
ested  in  the  topic. 

In  a  survey  completed  just  prior  to 
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Illinois  Law  Goes  Further 


In  Illinois,  the  Health  Care  Surrogate  Act  covers  patients 
who  have  no  advance  directive,  allowing  a  surrogate 
decision-maker  to  be  named— without  going  to  court. 

The  act  is  the  direct  result  of  an  incident  which 
occurred  at  Rush  in  April  1989. 

At  that  time,  15-month-old  Sammy  Linares  was  surviv¬ 
ing  on  a  ventilator  in  a  “persistent  vegetative  state.” 
He  was  not  brain  dead  but  permanently  unconscious 
with  significant 
brain  damage. 

Sometimes  he 
appeared  to  be 
awake. 

In  the  middle 
of  one  night  his 
father  entered 
the  room  with  a  gun,  disconnected  Sammy  and  waited 
for  him  to  die. 

At  the  time,  Illinois  law  required  that  family  members 
obtain  a  court  order  to  withhold  or  withdraw  medical 
treatment  from  a  patient. 

Linares  was  arrested  and  charged  by  the  State’s 
Attorney’s  Office  with  murder.  However,  when  a  grand 
jury  failed  to  indict  Linares,  then  State’s  Attorney  Cecil 
Partee  formed  a  task  force  to  look  at  the  issue  of  removing 
life  support  from  incompetent  patients,  such  as  children 
and  permanently  unconscious  adults. 

Three  Rush  staff  members  served  on  the  Partee  Task 
Force:  Max  Douglas  Brown,  J.D.,  vice  president  for  legal 
affairs;  pediatric  nurse  Teresa  Anne  Savage,  M.S.,  R.N.; 
and  Jacob  Fox,  M.D.,  chairman  of  neurological  sciences 
and  director  of  the  Rush  Alzheimer’s  Disease  Center. 

The  Partee  Task  Force  final  report  resulted  in  the 
Health  Care  Surrogate  Act. 

The  act  applies  in  situations  where  a  patient- adult  or 
child-is  unable  to  communicate  and  has  no  advance 
directive,  but  does  have  at  least  one  of  three  qualifying 
conditions:  the  patient  is  terminally  ill,  permanently 


unconscious,  or  in  an  incurable  or  irreversible  condition 
where  continued  treatment  will  cause  pain. 

Under  these  circumstances,  a  surrogate  decision¬ 
maker  may  step  forward  and  choose,  on  behalf  of  the 
patient,  to  forgo  life-sustaining  treatment. 

The  law  specifically  lists  potential  surrogates,  in  order 
of  priority:  1)  the  patient’s  personal  guardian;  2)  the 
patient’s  spouse;  3)  any  adult  son  or  daughter;  4)  either 

parent;  5)  any 
adult  brother  or 
sister;  6)  any 
adult  grandchild; 

7)  a  close  friend; 

8)  the  patient’s 
guardian  of  the 
estate. 

As  the  legislation  sat  on  Governor  Edgar’s  desk  in  the 
summer  of  1991,  Rush  chaplain  Larry  Burton,  Th.D., 
Brown  and  Rush  Ethics  Consultation  Service  director 
Russell  Burck,  Ph.D.,  wrote  a  strongly  worded  Chicago 
Tribune  opinion  piece  urging  the  governor  to  sign  it. 

They  stressed  how  important  the  bill  was  in  terms  of 
clarifying  who  makes  treatment  decisions  for  those 
patients  who  don’t  or  can’t  have  an  advance  directive 
(such  as  infants  and  children). 

Dr.  Burton  now  notes,  somewhat  ruefully,  that  the  state 
law  can  work  at  cross-purposes  with  the  federal  Patient 
Self-Determination  Act. 

“Some  people  will  say  to  themselves,  T  don’t  have  to 
think  about  making  end-of-life  decisions  because  the 
doctor  can  just  appoint  a  surrogate  for  me.’ 

“At  the  same  time,  physicians  might  say,  T  don’t  have  to 
bring  up  these  issues  because  we  in  Illinois  have  the 
Health  Care  Surrogate  Act.’ 

“I  can  understand  that  kind  of  reasoning,  but  I  don’t 
agree  with  it,”  Dr.  Burton  says.  “We  who  are  competent 
adults  should  make  our  wishes  known  and  not  make  our 
loved  ones  guess.”- C.jB. 


A  new  state  law  allows  a  surrogate 
decision-maker  to  be  named  for 
patients  without  advance  directives. 


the  law’s  implementation.  Dr.  Burton 
and  his  research  colleagues  found  that 
despite  their  limited  knowledge  about 
advance  directives,  patients  were  will¬ 
ing,  even  eager,  to  discuss  them  with 
various  health  professionals,  in  partic¬ 
ular  doctors,  nurses,  clergy,  social 
workers  and  psychologists. 


“We  are  following  up  on  that  original 
poll,  to  see  if  the  new  law  has  increased 
use  of  advance  directives.” 

A  second  study  is  under  way  to  deter¬ 
mine  if  patients  who  have  a  conversa¬ 
tion  with  a  doctor  on  this  issue  are 
afterward  more  likely  to  execute  an 
advance  directive. 


“Coming  into  a  hospital  confronts  you 
with  your  mortality  in  a  variety  of 
ways,”  says  Dr.  Burton.  “It  can  leave  you 
feeling  very  powerless.  As  chaplains 
we  want  patients  to  have  a  sense  of 
‘enough  power.’  Not  to  be  bossing  doc¬ 
tors  around— any  more  than  we  want 
doctors  bossing  patients  around— 
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but  to  be  able  to  be  partners  in  their 
treatment,  and  to  be  able  to  have  a 
voice  and  be  heard. 

“Having  an  advance  directive  is  one 
way  to  be  heard.” 

Rush  general  counsel  Max  Douglas 
Brown,  J.D.,  notes  that  in  Illinois,  two 
forms  of  advance  directive  are  recog¬ 
nized  as  valid. 

“The  Living  Will  is  used  to  indicate  a 
patient  wants  care  withheld  or  with¬ 


drawn  if  he  or  she  is  unable  to  commu¬ 
nicate  and  is  terminally  ill,”  says  Brown, 
who  is  also  vice  president  for  legal 
affairs  and  associate  professor  of  reli¬ 
gion,  health  and  human  values. 

“The  Durable  Power  of  Attorney  for 
Healthcare  is  more  flexible  about  the 
type  and  amount  of  care  a  patient  may 
receive  under  various  circumstances, 
when  the  patient  cannot  communicate. 
It  allows  the  patient  to  designate  an 
agent  who  will  make  decisions  on  his 
or  her  behalf.” 

A  patient  can  have  both  types  of 
advance  directive,  but  Brown  says 
many  lawyers  recommend  the  durable 
power  of  attorney  because  it  gives  the 
person  you  name  as  your  agent  broad 
power  to  make  decisions. 

“Of  course,  it’s  important  you  trust 
that  person  and  that  he  or  she  knows 
your  values  and  wishes  well.” 

In  the  case  of  either  a  living  will  or  a 
durable  power  of  attorney  it’s  up  to 
physicians  to  determine  if  the  patient’s 
medical  condition  meets  the  require¬ 
ments  for  invoking  the  advance 
directive. 

The  new  law  does  not  require  a  per¬ 
son  to  have  an  advance  directive. 


As  with  an  ordinary  will,  a  living  will 
or  durable  power  of  attorney  can  be 
revised  or  revoked  by  the  patient  at 
any  time. 

Since  the  new  law  took  effect.  Dr. 
Burton’s  department  and  the  Office  of 
Legal  Affairs  have  been  monitoring  the 
staffs  experience.  Just  because  a 
patient  has  an  advance  directive  and 
this  fact  is  indicated  in  the  chart  doesn’t 
eliminate  all  confusion. 


Dr.  Burton  recalls  one  case  he  became 
involved  in. 

“The  doctor  thought  he  should  have 
the  patient’s  designated  agent  make  a 
treatment  decision,  but  he  wasn’t  sure. 
It  turned  out  that  even  though  the 
patient  was  very  sick,  he  could  still 
communicate  by  nodding.  In  other 
words,  the  patient  was  still  competent 
and  could  make  his  own  decisions. 

“Another  common  concern  we  get 
called  about  is  how  to  deal  with  family 
members  who  contradict  what  the 
advance  directive  indicates  is  the 
patient’s  wish.” 

Dr.  Burton  uses  those  examples  to 
underscore  how  important  it  is  for 
doctors-and  family  members-to  know 
what’s  in  a  patient’s  directive  and  to  be 
clear  about  when  to  use  it. 

But  isn’t  end-of-life  decision-making 
essentially  a  legal  matter? 

“We  all  have  certain  values  that 
undergird  our  decisions,  but  not  every¬ 
one  is  always  clear  about  what  these 
values  are  or  why  they  hold  them,”  Dr. 
Burton  says.  “A  major  role  we  perform 
as  chaplains  is  as  translators  or  inter¬ 
preters  of  these  values. 

“Not  everyone  calls  himself  or  herself 


‘religious’  but  we  are  all  in  our  own 
way  ‘spiritual.’  Human  beliefs  and 
values-what  some  call  faith-are  inte¬ 
gral  parts  of  the  experience  of  illness 
and  healing.” 

Defining  Values 

Yet  for  all  his  department’s  involvement 
in  this  issue.  Dr.  Burton  suggests  that 
the  hospital  is  not  the  best  place  to 
begin  thinking  about  ‘How  do  I  want  to 
be  cared  for  should  I  become  incapaci¬ 
tated?’  or  ‘Who  do  I  want  designated  to 
direct  my  care  in  the  event  I  cannot?’ 

Ideally,  these  issues  should  be 
addressed  long  before  the  patient 
enters  the  hospital. 

“The  offices  of  our  family  physicians 
and  nurses,  and  our  churches  or  syna¬ 
gogues  are  the  places  where  these  dis¬ 
cussions  should  begin,”  says  Dr.  Burton. 

He  has  urged  as  much  in  articles  that 
have  appeared  in  Hospitals  magazine, 
Trustee  magazine,  and  Rlinois  Medi¬ 
cine,  as  well  as  in  talks  with  Rush  staff. 

Since  January,  the  Chicago  Institute 
of  Medicine,  the  Illinois  State  Medical 
Society  and  the  American  Medical 
Association  all  have  produced  compre¬ 
hensive  educational  materials  to  help 
doctors,  patients,  clergy  and  others  in 
talking  about  advance  directives. 

The  availability  of  such  material,  how¬ 
ever,  doesn’t  necessarily  translate  into 
action. 

“In  my  contacts  with  churches  and 
synagogues  about  leading  programs  on 
end-of-life  decision-making,  I  still  sense 
a  good  deal  of  ambivalence,”  Dr.  Burton 
says. 

“Perhaps  they’re  afraid  they’ll  scare 
people,  but  my  experience  has  been 
that  talking  diffuses  anxiety.  It  puts 
people  more  closely  in  touch  with 
their  families  and  their  fundamental 
behefs. 

“The  issue  here  isn’t  about  the  right  to 
die.  The  issue  is  self  determination.  That 
involves  the  exercise  of  power  when 
you’re  still  very  much  alive  and  well.” 


“The  issue  here  isn’t  about  the  right 
to  die.  The  issue  is  self-determination. 
That  involves  the  exercise  of  power 
when  you’re  still  very  much  alive. . .  ” 
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RUShROUNDS 


Rush  Nurses  Pitch  In 
at  Florida  Hospital 


Just  south  of  Miami,  riding 
on  U.S.  Route  1,  what  they 
saw  resembled  a  war  zone. 
Not  a  tree  was  standing.  The 
homes  looked  like  dollhouses, 
fronts  ripped  off,  with  the 
furniture  still  inside. 

Twelve  Rush  nurses 
viewed  Hurricane  Andrew’s 


devastation  from  their  seats 
in  a  Doctors’  Hospital  van. 
One  week  after  the  storm, 
they’d  flown  in  to  work  four 
days  at  the  200-bed  Coral 
Gables  facility,  providing  relief 
for  the  nursing  staff  Many 
of  the  Florida  nurses  had 
damaged  homes  to  attend  to. 


Rush  nurses  leave  from 
Midway  Airport  to  help 
colleagues  in  hurricane- 
daynaged  Florida. 


Others  had  no  place  to  live. 

The  Rush  nurses  pitched 
in  wherever  they  were  needed 
—on  the  maternity  floor,  the 
medical/surgical  floor  and  in 
the  emergency  room.  So  did 
family  and  friends. 

“One  couple’s  children 
helped  out  on  the  floor,”  said 
Sally  Evankoe,  M.S.,  R.N., 
assistant  unit  leader.  “She 
was  a  nurse,  he  was  a  security 
guard,  and  their  son  ran 
errands  while  their  daugliter 
answered  the  phone.”  The 
family  had  lost  their  year-old 
home  and  all  their  belongings. 

“It  was  wonderful  the  way 
the  hospital  accommodated 
everyone,”  said  Carmen 
Acosta,  R.N.,  labor  and 
delivery.  “They  opened  a  day 
care  center  so  employees 
could  bring  their  kids.” 

Some  children,  however, 
needed  special  attention. 
Labor  and  delivery  nurses 
Karen  Buhle,  R.N.,  and  Joyce 
Strohman,  R.N.,  took  turns 
babysitting  the  two  trauma¬ 
tized  preschoolers  of  an  O.B. 
technician.  The  family  had 
endured  four  hours  huddled 
under  a  mattress,  inside 
their  boarded-up  house  the 
night  of  the  storm.  “I  think 
they  were  still  scared,”  said 
Strohman. “It  happened  on 
the  older  girl’s  birthday.” 

A  Sears  corporate  jet 
flew  the  nurses  to  and  from 
Florida.  (Sears  chairman 
Edward  A.  Brennan  is  a  Rush 
trustee.)  The  Medical  Center 
covered  their  salaries,  while 
nursing  colleagues  put  in 
extra  time  to  cover  for  the 
volunteers. 

Would  they  do  it  again? 

“In  a  minute,”  said  Evankoe. 
“We  could’ve  easily  sent  four 
planeloads,  so  many  Rush 
nurses  wanted  to  go.” 

Added  Acosta, “I  just  hope 
everyone  realizes  the  people 
of  south  Florida  are  going  to 
need  help  for  a  long  time.”— C./?. 


Denver  Hospital  Is 
‘Western  Campus’ 
for  Rush 

Rush  has  signed  an  affiliation 
agreement  with  a  teaching 
hospital  in  Colorado— 
creating,  in  effect,  a  western 
campus  for  residency  training 
and  graduate  education. 

The  agreement  allows 
Rush  to  send  residents 
on  training  rotations  to 
Presbyterian /St.  Luke’s 
Healthcare  System  in  Denver, 
Colorado’s  largest  health  care 
provider. 

Arrangements  have  been 
made  for  rotations  in  internal 
medicine,  general  surgery, 
obstetrics  and  gynecology, 
and  family  medicine.  Thlks  are 
under  way  to  develop  similar 
programs  in  anesthesiology 
and  pediatrics. 

The  affiliation  contract 
also  allows  for  collaborative 
efforts  in  continuing  educa¬ 
tion,  nursing  education  and 
clinical  research. 

Erich  E.  Brueschke,  M.D., 
vice  dean  of  Rush  Medical 
College,  heads  the  project 
steering  committee.  David  H. 
Eubanks,  Ed.D.,  director  of 
the  Division  of  Education  and 
Research  in  the  college,  is 
coordinator  of  the  project. 

“No  one’s  ever  attempted 
this  kind  of  academic  affilia¬ 
tion,  where  there  are  1,000 
miles  between  the  institu¬ 
tions  involved,”  said  Dr. 
Brueschke.  “But  we  think  we 
can  make  it  work.” 

In  addition  to  its  main 
campus,  the  Presbyterian/ St. 
Luke’s  system  includes  an 
affiliated  hospital  in  nearby 
Aurora,  Colorado,  and  an 
ambulatory  care  facility. 

Thomas  Petty,  M.D., 
president  of  Presbyterian/ 

St.  Luke’s  Medical  Center  for 
Health  Sciences  Education, 
has  been  named  an  associate 
dean  at  Rush. 

The  first  Rush  resident, 
Andrew  Blair,  M.D.,  went  to 
Denver  in  July  to  begin  his 
fourth  year  of  training.— C.i?. 


New  Test  Helps  Fight  Against  AIDS 

A  Rush  study  has  found  that  a  new,  simple  test  is  effective 
for  counting  CD-4  lymphocytes,  a  type  of  immune  cell. 

In  AIDS  patients,  CD-4  counts  indicate  stage  of  illness- 
information  helpful  in  choosing  and  measuring  the  effective¬ 
ness  of  treatments. 

The  standard  technique  for  counting  CD-4  cells  requires 
expensive  equipment,  a  trained  technician  and  electricity. 
The  new  test  provides  comparable  results  using  just  a 
microscope  and  a  hemocytometer,  an  inexpensive  device 
that  counts  cells. 

“With  this  test,  we  can  determine  how  well  someone’s 
immune  system  is  working  practically  anywhere— even  in 
the  jungle.  This  will  be  valuable  in  developing  nations,  such 
as  those  in  Africa,  where  AIDS  is  prevalent,”  says  Alan 
Landay  Ph.D.,  the  Rush  immunologist  who  led  the  study— C.J. 


The  Magazine/Fall  1992 


37 


RUSH?OUNDS 


The  Rush  Ce^iter for  Critical  Care  Medicine  is  07ie  of  the 
hest-equipped  in  the  Midwest. 


Center  Offers  High-Tech 
Approach  to  Critical  Care 


Rush  has  opened  a  new 
55-bed  Center  for  Critical 
Care  Medicine,  which  brings 
together  all  of  the  nonsurgi- 
cal  adult  intensive  care 
services  at  Rush.  The  center 
houses  sophisticated  instru¬ 
ments  available  at  only  a  few 
hospitals  in  the  Midwest. 

The  Jet  ventilator,  for 
example,  can  support  the 


breathing  of  patients  with  the 
most  severe  respiratory  ail¬ 
ments.  Sensitive  monitors— 
the  most  advanced  models— 
track  and  record  up  to  10 
vital  signs  at  a  time.  Using 
transesophageal  echocar¬ 
diography,  an  ultrasound 
probe  can  be  placed  down  a 
patient’s  esophagus  to  obtain 
detailed  pictures  of  the  heart. 


all  without  the  need  for  an 
incision. 

But  it’s  the  people  who 
work  on  the  unit,  not  the 
equipment,  who  ensure  the 
finest  patient  care,  says 
.Joseph  Parrillo,  M.D.,  the 
.James  B.  Herrick,  M.D.,  Pro¬ 
fessor  of  Heart  Research  and 
director  of  the  new  center. 

“Critical  care  requires  a 
team  effort  as  much  as— or 
perhaps  more  than— any 
other  field  of  medicine,”  says 
Dr.  Parrillo.  The  center’s  mul¬ 
tidisciplinary  staff  includes 
cardiologists,  pulmonary 
specialists  and  critical  care 
nurses.  Together,  they  work 
to  establish  the  best  treat¬ 
ment  plan  for  each  patient. 

Clinical  research  is 
another  factor  that  makes 
the  center  unique,  he  says. 
Patients  who  don’t  respond 
to  conventional  therapies  may 
benefit  from  experimental 
medications  and  innovative 
technologies— treatments  that 
aren’t  yet  widely  available. 

Research  at  the  center  also 
will  address  quality  of  life 
issues,  such  as  how  to  care 
for  critically  ill  patients  who 
can’t  be  helped  even  with 
innovative  treatments. 

“Most  of  the  time  we  make 
patients  better.  But  in  some 
cases,  the  best  we  can  do  is 
help  a  patient  die  with  dig¬ 
nity,”  says  Dr.  Parrillo.  “That’s 
what  research  is  really  about- 
providing  not  only  the  finest 
patient  care,  but  also  the  most 
compassionate.”- C.J. 


ArcVentures  Goes  International 

Arc  Ventures,  a  for-profit  subsidiary  of  the 
Medical  Center,  has  gone  international -to 
Manila- where  it  is  offering  a  preparatory 
course  for  the  U.S.  Medical  Licensing 
Examination. 

The  subsidiary’s  Medical  Education 
Sendees  division  added  the  Philippine  capital 
to  the  list  of  four  cities— Chicago,  Los  Angeles, 
Miami  and  Hasbrouck  Heights,  New  Jersey— 
where  it  provides  courses  for  students 
preparing  for  the  medical  boards. 

More  than  5,000  students  have  enrolled  in 


the  course  since  it  was  first  offered  in  1988. 

“There  have  been  a  lot  of  opportunities 
for  us  to  go  international,  but  this  was  the 
best,”  says  Tamra  Heberlein,  director  of  new 
product  development  and  marketing. 

The  project  represents  a  joint  working 
relationship  between  ArcVentures  and  a 
Manila-based  employment  placement  seiwice. 

The  10- week  course,  which  enrolled  30 
Philippine  students  this  year,  will  be  offered 
again  in  Manila  in  the  spring  of  1993. 
According  to  Heberlein,  the  next  few  years 
will  see  stepped  up  marketing  efforts  by 
ArcVentures  in  the  Pacific  Rim.— S.RF 


Speaker  Looks 
to  Future  of  U.S. 
Health  Care 

In  his  address  at  Rush  Uni¬ 
versity’s  commencement  June 
13,  noted  health  care  econo¬ 
mist  Stuart  H.  Altman,  Ph.D., 
discussed  the  future  of  the 
U.S.  health  care  system, 
stressing  the  need  to  trim 
costs  and  provide  coverage 
for  the  millions  of  uninsured 
Americans. 

“The  anger  that  some  of 
your  fellow  citizens  show 
towards  our  health  system  is 
not  directed  towards  you  and 
your  colleagues,”  Dr.  Altman 
told  the  graduates. 

“We  need  you.  But  we  are 
afraid.  We  are  afraid  that 
when  we  need  your  services 
and  the  high-cost  technolo¬ 
gies  that  you  use,  we  will  not 
have  the  money  to  pay  for  it. 
And  the  health  insurance  we 
counted  on  to  protect  us  will 
not  be  there. 

“But  looking  at  all  of  you 
today,  I  am  confident  that 
with  your  help,  we  will  do  the 
‘right  thing’”  he  said. 

Dr.  Altman,  who  is  dean  of 
the  Florence  Heller  Graduate 
School  at  Brandeis  University, 
received  an  honorary  doctor 
of  humane  letters  degree  at 
the  ceremony. 

Rush  University  conferred 
316  degrees  at  commence¬ 
ment.  These  included  106 
doctor  of  medicine,  13  doctor 
of  nursing  science,  19  doctor 
of  nursing  and  6  doctor  of 
philosophy  degrees.  The  mas¬ 
ter  of  science  degree  was 
earned  by  82  graduates,  51  in 
nursing  and  31  in  aUied  health 
fields— audiology,  clinical 
nutrition,  health  systems 
management,  occupational 
therapy  and  speech-language 
pathology.  The  bachelor  of 
science  degree  was  conferred 
on  90  graduates,  81  in 
nursing  and  9  in  medical 
technology. —iJ. //. 
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Ruth  Schmidt,  R.N.,  receives  her  award  from  vice-chairman 
of  the  Board  of  Trustees,  Marshall  Field.  Leo  Henikoff,  M.D. 
(ceyiter),  and  Laurel  H.  Burton,  Th.D.  (left),  leyid  a  hand. 


Four  Trustee  Medals  Awarded 
at  Commencement 


Trustee  Medals  for  1992  were 
awarded  to  John  E  Bent,  John 
S.  Graettinger,  M.D.,  Ruth  E. 
Schmidt,  R.N.,  and  Edward 
Foss  Wilson.  The  medals  were 
presented  at  Rush  University 
Commencement  in  June. 

Trustee  Michael  Simpson 
cited  Bent,  a  life  trustee  since 
1976,  for  44  years  of  hands-on 
trusteeship. 

As  St.  Luke’s  Board  chair¬ 
man,  Bent  helped  orchestrate 
the  1956  merger  with  Pres¬ 


byterian  Hospital.  From  1962 
to  1964,  he  served  as  the  first 
president  of  Presby  terian- 
St.  Luke’s  Hospital. 

Bent  and  his  wife  were 
honored  for  their  support  of 
the  Medical  Center  by  the 
establishment  of  the  Mary  and 
John  Bent  Chair  of  Cardio¬ 
vascular-Thoracic  Surgery. 

Dr.  Graettinger,  now  an 
emeritus  professor  of  medi¬ 
cine  at  Rush,  played  a  key 
role  in  the  reactivation  of 


Rush  Medical  College. 

As  dean  of  student  and 
faculty  affairs.  Dr.  Graettinger 
planned  the  first  Rush 
University  commencement 
in  1973.  He  was  university 
marshal  for  19  years,  before 
retiring  this  year. 

Schmidt  received  her 
award  from  trustee  Marshall 
Field.  A  1934  graduate  of 
Presbyterian  Hospital  School 
of  Nursing,  Schmidt  was 
formerly  director  of  the 
Operating  Room  at  Rush. 

She  established  an  endow¬ 
ment  in  her  name  to  help 
registered  nurses  complete 
their  education  at  the  Rush 
University  College  of  Nursing. 
In  tribute  to  her  physician, 
James  G.  Clark,  M.D.,  she  also 
established  an  endowment  for 
medical  students. 

Wilson,  a  life  trustee, 
received  the  fourth  award. 
“With  service  to  the  Medical 
Center  spanning  six  decades, 
he  knows  the  true  meaning 
of  voluntarism’’  said  Field. 
The  Washington,  D.C.,  resi¬ 
dent  has  often  traveled  almost 
2,000  miles  round-trip  to 
attend  board  meetings. 

A  founding  member  of  the 
Anchor  Cross  Society,  Wilson 
and  his  wife  are  members  of 
the  Board  of  Benefactors. -il.7/. 


Joh  n  S.  Graettinger,  M.D., 
with  his  gramleh  ildren. 


Edward  Foss  Wilso  n 


Nora  Paulford,  M.S.N.,  R.N.  (center),  discusses  patien  ts  with 
staff  nurses. 


Nursing  Officers 
Elected 

Nora  Paulford,  M.S.N.,  R.N., 
has  been  elected  president 
of  the  1,350-member  Profes¬ 
sional  Nursing  Staff  at  Rush. 

Paulford  succeeds 
Margaret  Waskiewicz,  M.S., 
R.N.,  who  now  will  serve  a 
one-year  term  as  past- 
president.  Other  new  officers 
are  Teresa  Anne  Savage,  M.S., 
R.N.,  president-elect; 

Gia  Crisanti,  R.N.,  secretary; 
and  Elizabeth  A.  Rochford, 
R.N.,  treasurer.  New  officers 
began  their  terms  on  July  1. 


Paulford,  an  assistant 
unit  leader  m  operating  room/ 
surgical  nursing,  has  been  a 
member  of  the  Rush  staff  for 
three  years.  She  received  her 
bachelor’s  degree  in  nursing 
from  the  College  of  St.  Scho- 
lastica  in  Duluth,  Minnesota, 
and  her  Master  of  Science  in 
Nursing  degree  at  Loyola 
University  of  Chicago. 

The  Professional  Nursing 
Staff  is  a  voluntary  organiza¬ 
tion  committed  to  maintain¬ 
ing  the  quality  of  nursing 
care,  education  and  research 
at  the  Medical  Center— A.  J. 
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Rush  Nurse  Is  Number  One  in  the  State 


After  two  decades  working 
with  sick  newborns  and  chil¬ 
dren  with  developmental  dis¬ 
abilities,  Teresa  Anne  Savage, 
M.S.,  R.N.,  knows  firsthand 
how  often  nurses  face  ethical 
issues  on  the  job.  She’s  been 
striving  for  the  past  10  years— 
through  sensitive  patient 
care,  writing  and  teaching— to 


be  a  resource  for  other  nurses 
caring  for  critically  and 
terminally  ill  people. 

This  past  spring,  her 
efforts  were  recognized  when 
she  was  named  the  Illinois 
winner  of  the  1992  Search 
for  Excellence  Award  by  the 
American  Nurses  Association. 

“Her  work  with  develop- 


mentally  disabled  children 
and  their  families  shows  how 
nursing  makes  an  impact.  She 
has  been  a  leader  in  defining 
nursing’s  role  in  ethical 
decision-making,”  said  Jeanne 
Slack,  D.N.Sc.,  R.N.,  associate 
chairperson  of  maternal-child 
nursing,  who  nominated 
Savage  for  the  award. 


Teresa  Anne  Savage,  M.S., 
R.N.,  helps  other  nurses 
handle  the  ethical  issues  they 
face  on  the  job. 


Savage  was  one  of  two 
nurses  on  a  commission 
whose  recommendations  led 
to  the  recently  enacted  Illi¬ 
nois  Health  Care  Sun  ogate 
Act.  The  act  allows  surrogates 
to  speak  on  behalf  of  patients 
who  have  not  executed 
advance  directives  on  with¬ 
holding  or  withdrawing  life 
support. 

A  practitioner-teacher  in 
the  neonatal  intensive  care 
unit  at  Rush,  Savage  also  is 
an  ethics  consultant  in  the 
Department  of  Religion, 
Health  and  Human  Values. 
She  is  pursuing  a  doctoral 
degree  in  nursing  ethics  at 
the  University  of  Illinois 
at  Chicago. 

“I  want  to  teach  nurses 
how  to  evaluate  ethical 
issues,  and  to  work  as  part  of 
a  health  care  team  to  identify 
treatments  that  respect  the 
values  of  patients  and  their 
families,”  she  says. 

“A  lot  of  times,  you  ques¬ 
tion  if  you’re  doing  the  right 
thing.  Understanding  ethical 
issues  can  only  improve  your 
nursing  j  udgment.”-iS'./?E’ 


Erich  E.  Bmeschke,  M.D. 


Brueschke  Elected 
Vice  Dean  of  Rush 
Medical  College 

Erich  E.  Brueschke,  M.D.,  has 
been  elected  the  first  vice 
dean  of  Rush  Medical  College 
by  the  Medical  Center  Board 
of  Trustees.  In  a  related 
action,  president  and  CEO 
Leo  M.  Henikoff,  M.D.,  has 
appointed  him  associate  vice 
president  for  medical  affairs. 

Dr.  Brueschke  came  to  the 
Medical  Center  in  1976.  For 
the  past  15  years,  he  has 
directed  the  integrated  resi¬ 
dency  progium  in  family  prac¬ 
tice  at  Rush  and  at  Christ 


Hospital  and  Medical  Center, 
Oak  Lawn. 

As  vice  dean  of  Rush  Med¬ 
ical  College,  Dr.  Brueschke 
will  perform  special  duties 
and  functions  delegated  to 
him  by  Roger  C.  Bone,  M.D., 
dean  of  the  college  and  vice 
president  of  medical  affairs. 
He  will  serve  as  the  dean 
when  Dr.  Bone  is  absent  or 
unavailable. 

Dr.  Brueschke  earned  his 
medical  degree  at  Temple 
University,  and  took  postdoc¬ 
toral  training  at  Germantown 
Dispensary  and  Hospital  in 
Philadelphia. 

He  is  the  author  of  more 
than  80  published  papers  in 
his  field  and  is  medical  editor 


of  the  best-selling  World 
Book  Rush-Presbyterian- 
St.  Luke's  Medical  Center 
Medical  Encyclopedia. 

He  holds  two  patents  in 
biomedical  engineering  and 
has  research  interests  in 
biomedical  and  clinical  engi¬ 
neering,  reproduction,  hyper¬ 
tension  and  education. 

Said  Dr.  Bone, 

“Dr.  Brueschke ’s  versatility 
and  superb  organizational 
skills,  along  with  the  respect 
he  has  earned  as  a  teacher, 
administrator,  clinician  and 
researcher,  will  be  an  impor¬ 
tant  resource  in  the  contin¬ 
ued  advancement  of  the 
programs  of  Rush  Medical 
College.”-C.J5;. 
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Elderly  patients  have  a  better  frame  of  ynind  about  surgery 
after  ''reminiscence  mtervieivs”  conducted  by  their  peers. 


Reminiscing  Helps  Ease 
Stress  of  Surgery 


Remembering  the  good  times 
can  help  ease  elderly  patients’ 
anxiety  in  the  face  of  surgery. 

Traditional  stress  manage¬ 
ment  techniques,  such  as 
controlled  breathing  and 
muscle  relaxation,  are  often 
successful  with  young  and 
middle-aged  patients.  But 
their  effectiveness  with  older 
people  has  been  limited,  says 
Bruce  Rybarczyk,  Ph.D., 
assistant  professor  of  psychol¬ 
ogy  and  social  sciences. 

“Older  patients  sometimes 
view  the  use  of  these  tech¬ 
niques  as  indications  that  the 
staff  think  they  are  not  cop¬ 
ing  well,”  he  says.  “They  often 
decline  these  techniques 
when  they  are  offered  or  may 
become  defensive  to  the  point 
where  exercises  are  no  longer 
beneficial.” 

But  Dr.  Rybarczyk 
has  found  that  these  same 
patients  are  often  receptive 
to  pre-surgery  interviews, 
called  reminiscence 
interviews,  that  focus  on 
positive  life  experiences 
and  challenges  they  had 
successfully  met. 

In  a  recent  study. 

Dr.  Rybarczyk  trained  volun¬ 


teers  to  conduct  the  inter¬ 
views  with  elderly  patients 
just  prior  to  surgery. 

The  interviewers— 
themselves  all  at  least  50 
years  old— acted  as  peer 
counselors.  They  talked  with 
patients  about  such  things  as 
their  families,  childhood 
friends,  triumphs,  the  Great 
Depression,  first  loves,  jobs 
and  wartme. 

“Patients  who  participated 
in  reminiscence  interviews 
were  less  anxious  before  and 
during  surgery,  had  more  con¬ 
fidence  about  their  ability  to 
cope  with  challenges  than 
those  who  received  no  stress 
intervention,  and  were  more 
satisfied  with  their  hospital 
care.”  says  Dr.  Rybarczyk. 

One  woman  who  had  been 
interviewed  said, “It  was  won¬ 
derful  to  take  my  mind  off 
the  operation  coming  up  that 
afternoon.  It  made  me  feel 
much  better  to  talk  to  some¬ 
one  about  things  that  brouglit 
back  so  many  memories. 

“It  was  a  better  way  to 
spend  the  time  than  having 
someone  sitting  there  saying, 
‘You’re  going  to  be  fine,’  when 
I  was  so  worried.”— /?i?. 


Study  Seeks 
Prevention  for 
Breast  Cancer 

As  headlines  tell  of  alarming 
increases  in  breast  cancer 
rates,  American  women  have 
become  more  vigilant  about 
performing  breast  self-exams 
and  scheduling  mammo¬ 
grams.  But  while  these 
methods  are  vital  for  detect¬ 
ing  early  signs  of  disease,  they 
are  only  chinks  in  cancer’s 
armor.  The  best  defense 
against  cancer  would  be  an 
effective  preventive  measure. 

That’s  the  thinking  behind 
the  Breast  Cancer  Prevention 
Trial,  a  $60  million,  five-year 
study  now  under  way  at  some 
270  sites— including  Rush- 
in  the  United  States  and 
Canada.  The  study  is  testing 
whether  tamoxifen,  a  potent 
synthetic  anti-estrogen  hor¬ 
mone,  is  effective  in  prevent¬ 
ing  breast  cancer.  Tamoxifen 
is  routinely  used  to  treat 
advanced  breast  cancer. 

The  study  is  enrolling 
16,000  women  who  don’t  have 
breast  cancer  but  are  at  high 
risk  for  developing  it.  Rush 
will  enroll  200  over  the  next 
18  months.  Half  will  be  given 
a  daily  dose  of  tamoxifen  and 
the  other  half  a  placebo,  for 
at  least  five  years. 

“In  studies  of  women  who 
have  had  breast  cancer, 
tamoxifen  appears  to  inhibit 
the  development  of  tumors  in 


the  other  breast,”  says  Janet 
Wolter,  M.D.,  professor  of 
internal  medicine  and  princi¬ 
pal  investigator  for  the  proj¬ 
ect  at  Rush.  “But  this  is  the 
first  time  tamoxifen  has  been 
tried  in  women  without  the 
disease,”  she  says. 

Researchers  will  try  to  find 
out  how  common  tamoxifen’s 
adverse  side  effects  are.  These 
include  hot  flashes,  vaginal 
discharge  and,  in  rare  cases, 
blood  clots.  The  drug  also  has 
some  beneficial  side  effects. 

It  lowers  cholesterol  levels 
and  seems  to  slow  the  bone 
loss  known  as  osteoporosis. 

Any  woman  age  60  or  over 
is  eligible  to  participate  in  the 
study.  Breast  cancer  occurs 
most  often  in  that  age  group. 

Women  between  the  ages 
of  35  and  59  who  have  been 
diagnosed  with  noninvasive 
breast  cancer,  called  lobular 
carcinoma  in  situ,  are  also 
automatically  eligible. 

Other  women  in  that  age 
range  may  qualify  based  on  a 
combination  of  risk  factors: 
having  a  mother,  sister  or 
daugliter  with  breast  cancer; 
having  a  history  of  one  or 
more  breast  biopsies;  being 
older  than  30  at  the  birth  of 
her  first  child;  and  menstru¬ 
ating  before  the  age  of  12. 

Women  interested  in  the 
trial  can  call  the  Rush  project 
at  (312)  563-2057,  or  the 
National  Cancer  Institute 
hotline  at  1-800-4-CANCER. 
There  are  13  study  sites  in 
the  Chicago  area.-Gi?. 


Everything  Old  Is  New  Again 

Yesterday’s  news  is  making  headlines  at  Rush.  The  Medical 
Center  is  now  using  bedpans  and  urinals  made  from  recycled 
newspapers  and  telephone  books. 

These  single-use,  biodegradable  utensils— with  their  dark 
gray  color  and  egg  carton-like  texture— may  not  be  pretty 
but  they  work  just  fine.  Beeswax  keeps  them  waterproof 

Now,  instead  of  emptying  and  sterilizing  a  used  bedpan, 
hospital  personnel  can  throw  the  item  into  a  disposal  unit 
that  drowns  it  in  cold  water,  shreds  it  and  flushes  it  down 
the  drain. 

“The  purchase  cost  of  these  materials,  the  disposal  cost 
and  the  labor  cost,  in  terms  of  time  and  dollars,  are  all 
reduced,”  says  Steven  Beaudoin,  director  of  occupational  safety. 

Done  with  that  sports  section,  yet?— N.  J. 
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Building  a  Community  Service  Network 


Medical  students  from  Illinois 
and  Wisconsin  came  to  Rush 
last  April  to  talk  about  volun¬ 
teer  programs  that  get  them 
out  of  the  classroom  and  into 
the  community. 

Over  the  years,  Rush 
Medical  College  students 
have  donated  their  time  in  a 
number  of  programs  serving 
communities  near  Rush. 
They’ve  offered  health  care 
to  people  in  need,  and  have 
taken  on  such  things  as  tutor¬ 
ing  programs  for  youngsters 
from  low-income  families  and 
health  education  workshops 
for  teenagers. 

In  one  highly  successful 
program,  100  Rush  students 
work  with  25  Medical  Center 
physicians  to  provide  medi¬ 
cal  care  at  St.  Basil’s  Free 
People’s  Clinic  on  Chicago’s 
southwest  side.  Rush  now 
offers  a  weekly  general  medi¬ 
cine  clinic  and  a  biweekly 
obstetrics  and  gynecology 
clinic  at  St.  Basil’s. 

Rush  students  hosted  the 
spring  meeting  to  share  what 
they’d  learned  through  these 
and  other  similar  programs. 

“We  were  feeling  over¬ 
whelmed  by  the  need  we  saw 


in  our  owri  community,”  says 
Karen  Zorek,  the  fourth-year 
Rush  Medical  College  student 
who  organized  the  meeting. 
“We  were  also  getting  so 
much  out  of  our  experiences, 
we  wanted  other  students  to 
feel  the  same  benefit.” 

Students  at  the  meeting 
represented  the  University 
of  Chicago,  the  University  of 
Wisconsin  at  Madison,  Chicago 
Medical  School  and  Chicago 
College  of  Osteopathic  Medi¬ 
cine.  Some  of  these  schools 
already  offered  community 
services,  such  as  visits  to 
homeless  shelters.  But  they 
didn’t  have  the  administrative 
and  physician  support  that 
has  helped  Rush  programs 
along. 

“The  point  of  the  meeting 
was  to  help  students  work 
with  limited  resources,  enlist 
support,  maintain  momentum 
for  their  projects,  and  dis¬ 
cover  new  approaches  to 
health  care,”  says  Claudia 
Baier,  M.RH.,  assistant  direc¬ 
tor  of  the  Rush  Community 
Services  Initiative  Program. 

“We  invited  residents  from 
various  Chicago  communities 
to  tell  students  about  their 


needs,”  she  says.  “We  wanted 
every  school  to  leave  with 
the  name  and  phone  number 
of  at  least  one  person  or  orga¬ 
nization  they  could  call  and 
help.” 


A  Riish  medical  student 

cares  for  a  patierit  at 

St.  Basils  Free  Peopled  Clinic. 


David  Fohrman,  a  second- 
year  student  at  Chicago  Med¬ 
ical  School,  was  so  inspired 
by  his  newfound  comrades 
that  he  contacted  medical 
schools  nationwide  to  find 
out  where  other  community 
service  programs  were  under 
way.  Within  weeks,  he  discov¬ 
ered  20  such  programs. 

With  help  from  Fohrman 
and  Baier,  Rush  student  Zorek 
plans  to  start  a  newsletter  to 
help  keep  alive  the  excitement 
generated  by  the  meeting. 
Among  other  things,  the 
newsletter  will  feature 
“how-to”  articles  on  establish¬ 
ing  community  programs. 
There  are  plans  to  expand 
the  local  network— using  the 
newsletter  and  future  meet¬ 
ings  as  tools— to  include  med¬ 
ical  schools  from  around  the 
country. 

Says  Fohrman:  “Net¬ 
working  may  be  a  vital  step 
in  keeping  these  projects 
I  afloat.”- J.if. 


Taking  Precautions  Against  Bedsores 

Research  shows  that  pressure  ulcers— or  bedsores-can  often 
be  prevented  with  simple,  inexpensive  precautions.  But  at 
some  institutions,  up  to  one-fifth  of  patients  at  risk  develop 
these  painful  sores. 

Mildred  Kemp,  Ph.D.,  R.N.,  OR/surgical  nursing,  was 
recently  invited  to  serve  on  a  panel  of  the  U.S.  Department 
of  Health  and  Human  Services  that  drafted  national  guide¬ 
lines  on  preventing  and  treating  bedsores.  Dr.  Kemp  has 
studied  pressure  ulcers  for  more  than  10  years. 

Pressure  ulcers  occur  when  a  person’s  skin  presses 
against  bony  parts  of  the  body  like  the  hips.  “They  can 
ulcerate  as  far  down  as  muscle  and  even  bone,”  says  Dr. 
Kemp.  “In  some  cases,  the  result  is  an  ulcer  so  severe  that 
it  requires  surgery.” 

Studies  have  shown  that  sores  may  be  prevented  by 
keeping  incontinent  patients  dry,  routinely  changing  the 
positions  of  immobile  patients  and  cushioning  patients  with 
pillows  or  foam.  These  findings  have  been  incorporated  into 
the  new  guidelines. 

“Through  research,  we  learn  to  improve  patient  care,”  she 
says.  The  federal  guidelines  will  help  translate  research  into 
better  care  at  institutions  around  the  country.— C.J. 
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Illness  Prevention;  A  Primary  Concern 


Evaluating  and  treating 
healthy  people  to  prevent 
illness— called  primary 
prevention— should  be  a 
high  priority  of  medicine, 
says  Henry  Black,  M.D.,  the 
Charles  J.  and  Margaret 
Roberts  Professor  and  chair¬ 
man  of  preventive  medicine. 

Primary  prevention  often 
takes  a  backseat  to  what’s 
known  as  secondary  preven¬ 
tion,  says  Dr.  Black.  In  sec¬ 
ondary  prevention,  physicians 
work  with  patients  who  are 
already  sick  to  try  to  avert 
future  problems.  For  instance, 
for  people  who  have  had 
heart  attacks,  physicians 
often  prescribe  low- fat  diets 
and  regular  exercise  because 
they  are  known  to  reduce  the 
risk  of  later  attacks. 

The  benefits  of  primary 
prevention  strategies  are  not 
always  so  clear,  says  Dr.  Black. 
“Should  physicians  recom¬ 
mend  estrogen  therapy  to 


Trustees  Elect 
Two  New  Members 

Thomas  R.  Hodgson  and  John 
E  (Jack)  Sandner  have  been 
named  general  trustees  of  the 
Medical  Center.  Their  election 
was  announced  by  Richard 
M.  Morrow,  chairman  of  the 
Rush  Board  of  Trustees. 

Hodgson  is  president  and 
chief  operating  officer  of 
Abbott  Laboratories.  He 
joined  Abbott  Laboratories  in 
1972  as  assistant  to  the  pres¬ 
ident.  Since  then,  he  has  held 
numerous  positions  in  the 
company,  including  executive 
vice  president  and  president 
of  Abbott  International,  and 
president  of  the  hospital  prod¬ 
ucts  division. 

He  holds  a  B.S.  degree  in 
chemical  engineering  from 
Purdue  University,  an  M.S.E. 
degree  in  chemical  engineer¬ 
ing  from  the  University 
of  Michigan,  and  an  M.B.A. 


postmenopausal  women  to 
prevent  heart  attacks?  Based 
on  what  we  know  so  far- 
probably”  he  says. 

“But  if  this  were  standard 
practice  for  everyone,  we 
would  treat  some  people  who 
would  develop  complications 
as  a  result.  And  we  don’t 
know  with  enough  certainty 
that  estrogen  will,  in  fact, 
prevent  anything.” 

But  knowledge  about  pri¬ 
mary  prevention  is  growing, 
says  Dr.  Black.  For  instance, 
it  was  previously  thought  that 
restricting  salt  intake  was  one 
of  the  best  methods  for  reduc¬ 
ing  the  risk  of  high  blood 
pressure.  “We  now  know  that 
for  some  people,  the  amount 
of  dietary  salt  is  not  that 
important,”  he  says.  “Weight 
control  is  more  crucial. 

“These  are  the  kinds  of 
questions  preventive  medi¬ 
cine  needs  to  be  able  to 
answer.  As  a  major  medical 


degree  from  Harvard 
University. 

He  is  a  member  of  Abbott’s 
board  of  directors  and  serves 
on  the  board  of  Maclean  Fogg 
Co.,  a  manufacturer  of  auto¬ 
motive  components  based  in 
Mundelein. 

Sandner  is  chairman  of 
the  Board  of  Governors  of 
the  Chicago  Mercantile 
Exchange,  and  president  and 
CEO  of  Rufenacht,  Bromagen 
&  Hertz,  Inc.,  a  Futures  Com¬ 
mission  Merchant  and  mem¬ 
ber  firm  of  the  mercantile 
exchange. 

He  received  a  bachelor  of 
arts  degree  from  Southern  Eli- 
nois  University  and  earned  a 
law  degree  from  the  Univer¬ 
sity  of  Notre  Dame. 

He  serves  on  the  boards 
of  the  Notre  Dame  Law  Asso¬ 
ciation,  Mercy  Hospital  and 
Medical  Center,  and  the 
Northern  Illinois  Council  on 
Alcoholism  and  Substance 
Abuse. 


center.  Rush  has  a  responsi¬ 
bility  to  develop  and  evaluate 
prevention  strategies  and  pro¬ 
vide  them  to  people  at  rela¬ 
tively  affordable  costs.” 

Dr.  Black,  who  comes  to 
the  Medical  Center  from  Yale 
University  School  of  Medicine, 
looks  to  education  and 
research  to  kindle  future 
physicians’  interest  in  pri¬ 
mary  prevention. 

“A  heart  surgeon  takes 
someone  who’d  be  dead  in 
the  morning  and  gives  that 
person  a  second  chance,” 
he  says. 

“We  have  to  prepare  our 
graduates  to  feel  the  same 
kind  of  excitement  for  pri¬ 
mary  prevention.  We  have  to 
help  them  recognize  that,  for 
example,  if  they  can  help 
lower  a  hypertensive  patient’s 
blood  pressure,  heart  sur¬ 
geons  won’t  need  to  operate 
on  that  patient  25  years  down 
the  road.”— MM 


Thom  as  R.  Hodgson 


John  F.  (Jack )  Sandner 


Jan  S.  Fawcett,  M.D. 


Fawcett  Named 
to  Grainger  Chair 

Jan  S.  Fawcett,  M.D.,  the  Stan¬ 
ley  G.  Harris,  Sr.,  Professor  of 
Psychiatry  and  chairman  of 
the  Department  of  Psychiatry, 
was  named  the  first  Grainger 
Director  of  The  Rush  Institute 
for  Mental  Well-Being  (see 
related  story,  pages  22-27). 

The  directorship  was 
established  earlier  this  year 
through  the  generosity  of 
David  and  Juli  Grainger. 
David  Grainger  has  been  a 
member  of  the  Medical  Cen¬ 
ter  Board  of  Trustees  since 
1984,  and  is  a  member  of  the 
board’s  executive  committee. 
Mrs.  Grainger  has  been  on  the 
Woman’s  Board  since  1985. 

The  Grainger  family’s 
most  recent  gift  reflects  their 
commitment  to  advancing 
research  and  treatment  in 
psychiatry.  In  addition  to  the 
endowed  directorship,  Mrs. 
Grainger  has  made  a  gift  in 
her  name  to  the  Woman’s 
Board  Depression  Treatment 
&  Research  Center. 

Dr.  Fawcett  is  world 
renowned  for  his  research  on 
the  biochemical  foundations 
of  depression  and  suicide. 

A  graduate  of  the  Yale  Uni¬ 
versity  School  of  Medicine, 
he  came  to  Rush  in  1972  as 
chairman  of  the  Department 
of  Psychiatry.  He  is  a  frequent 
contributor  to  scientific  jour¬ 
nals,  president  of  the  Ameri¬ 
can  Suicide  Foundation  and 
active  in  many  other  profes¬ 
sional  organizations.— C.i?. 
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Boder,  Shekleton 
Are  Distinguished 
Alumni  for  1992 


Aspiring  medical  students  get  hands-on  eocperience  in  an  anatomy  laboratory. 


Rush  Gives  Minority  Students 
a  Head  Start  on  Medical  School 


Undergraduate  minority  stu¬ 
dents  with  dreams  of  white 
coats  and  stethoscopes  came 
to  Rush  this  past  summer  to 
participate  in  the  Robert 
Wood  Johnson  Foundation- 
Minority  Medical  Education 
Program. 

A  record  number  of 
43  undergraduate  students— 
ranging  in  age  from  19  to 
30  and  representing  34 
universities— took  part  in  the 
six- week  program,  which 
gives  underrepresented 
minority  students  firsthand 
exposure  to  the  intensity  of 
medical  school. 

The  Rush  program  is  part 
of  the  13-year-old  Chicago 
Area  Health  and  Medical 
Careers  Program,  a  consor¬ 
tium  of  seven  medical  schools 
working  together  to  increase 
the  number  of  minority  stu¬ 
dents  in  medical  school. 


“The  summer  program  is 
part  of  a  pipeline  that  is  vital 
to  getting  minority  students 
from  grade  school  through 
college  interested  in  careers  in 
medicine,  science  and  health 
care,”  says  Edward  Eckenfels, 
director  of  the  Robert  Wood 
Johnson  program  and  associ¬ 
ate  professor  of  preventive 
medicine  at  Rush. 

“Our  goal  is  to  help  minor¬ 
ity  students  become  more 
qualified  medical  school 
applicants,”  he  says.  “This,  in 
turn,  will  increase  the  pool  of 
minority  physicians.” 

The  program  involved 
more  than  six  hours  a  day  of 
classroom  and  laboratory 
instruction,  workshops  and 
interview  sessions. 

Rush  faculty  and  staff 
members  taught  students  the 
best  ways  to  study  and  retain 
basic  science  information. 


They  led  discussions  on  such 
topics  as  AIDS  and  the  pros 
and  cons  of  the  U.S.  health 
care  system.  Students  also 
observed  Rush  minority 
physicians  at  work  in  the 
Medical  Center  and  in  the 
community. 

Just  as  in  medical  school, 
there  was  a  lot  of  homework. 
“Fve  been  so  busy  studying 
that  I  haven’t  had  time  to  tour 
Chicago,”  said  Jeffrey  Brock, 
a  senior  psychology/premed 
major  at  Xavier  University 
of  Louisiana. 

Brock  said  he  especially 
benefited  from  the  program’s 
Medical  College  Admissions 
Test  preparation,  exposure  to 
clinical  medicine  and  the 
medical  school  admissions 
information. 

“I’m  now  more  confident 
that  I’ll  get  into  medical 
school,”  he  said.— Rif. 


Elena  Boder,  M.D.,  a  1932 
graduate  of  Rush  Medical 
College,  and  Maureen  E. 
Shekleton,  D.N.Sc.,  R.N.,  a 
1982  College  of  Nursing 
graduate,  were  named  dis¬ 
tinguished  alumni  of  Rush 
University  for  1992. 

Dr.  Boder  is  a  clinical  pro¬ 
fessor  of  pediatrics  at  the 
School  of  Medicine  at  the 
University  of  California, 

Los  Angeles.  She  established 
the  Pediatric  Neurology  Clinic 
for  Language  and  Learning 
Disorders  at  Cedars-Sinai 
Medical  Center  in  Los 
Angeles  more  than  25  years 
ago  and  served  as  director  of 
the  clinic  for  many  years. 

In  the  early  1960s, 

Dr.  Boder  and  her  colleague. 
Dr.  Robert  Sedgwick,  described 
a  rare  neurological  disorder, 
ataxia-telangiectasia.  This 
hereditary  disease  first 
appears  in  childhood,  with 
early  symptoms  including  an 
unsteady  gait  and  a  weak¬ 
ened  immune  system. 

Dr.  Boder  also  is  world 
renowned  for  her  work  on 
reading  disorders.  She  is 
author  of  more  than  65  sci¬ 
entific  papers  and  19  chapters 
for  textbooks  in  general  pedi¬ 
atrics  and  pediatric  neurology. 

Dr.  Shekleton  specializes 
in  cardiopulmonary  nursing. 
An  adjunct  assistant  profes¬ 
sor  of  operating  room  and 
surgical  nursing  at  Rush, 

Dr.  Shekleton  is  an  expert  in 
respiratory  and  ventilator 
care.  She  has  published 
many  scientific  articles  and 
coauthored  two  books. 

Dr.  Shekleton  is  a  past 
president  of  the  Illinois 
Nurses  Association.  The 
American  Nurses  Association 
named  her  the  1989  Medical/ 
Surgical  Nurse  of  the  Year.  She 
received  the  first  combined 
American  Nurses’  Foundation/ 
Sigma  Theta  Thu  grant. -Rif. 
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